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GASTRON 


An aqueous-acid-glycerin extract of the entire 
mucosa of the fresh stomach, including the pyloric, con- 
taining the peptic enzymes—proteolytic and milk- 
curdling, the activated principles and naturally associ- 
ated soluble organic and inorganic constituents. 


GASTRON is a stable, potent fluid, free from 
alcohol and free from sugar, with an acidity approxi- 
mately of 0.25% absolute hydrochloric acid, loosely 
bound to protein, and twenty-five per cent pure glycerin. 


GASTRON is put up in 6 oz. unlettered bottles, 
without literature. 


FAIRCHILD BROS. & FOSTER 


NEW YORK 
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Pollen Allergen Solutions Squibb 


OW is the time to immunize your Hay Fever 
N patients against their annual affliction. 
Pollen Allergen Solutions Squibb are used for the 
prophylaxis and treatment of Hay Fever and other 
pathologic conditions due to pollen sensitization. 
Treatment should commence several weeks before 
the expected onset of the usual seasonal occurrence. 


SquisB’s DiaGcnostic ALLERGEN 
So.utions afford the means of determining the 
offending pollens as a guide for treatment. The 
prophylactic treatment consists of graduated doses 
of the glycerol solutions of the pollen proteins. 
Complete sets of these in graduated doses and in 
§ Cc. vials are oftered by the Squibb Laboratories 
as Pollen Allergen Solutions Squibb. 


Write us direct for special information concerning 
the use of Diagnostic Allergens Squibb and Pollen 
Allergen Solutions Squibb for the prevention and 
treatment of Hay Fever and allied conditions. 


E-R: SQUIBB & SONS, NEW YORK 
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Specialists in the Southwest 


EL PASO, TEXAS 


E. A. DUNCAN, M. D. 


Practice Limited to 


INTERNAL MEDICINE 
610 Martin Bldg. 


El Paso 


J. A. RAWLINGS, M. D. 
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HARRY LEIGH,'M. D. 


Practice Limited to 


DISEASES -OF CHILDREN AND 


OBSTETRICS 
404 Roberts-Banner Bldg. 
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Practice Limited to 


ORTHOPEDIC SURGERY 
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every general practitioner in the southwest. 


Write for rates. 
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THE EL PASO 
PASTEUR INSTITUTE 


12th Floor First National Bank Bldg. 
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An institution for the preventive treatment 
of r bies. Conducted upon strictly ethical 
princ’ples «nd the technique as outlined by 
Pasteur rigidly adhered to. 


No patient treated here has 
ever developed the disease. 


Treatment lasts twenty-one days. 


Ood 


HUGH S. WHITE, M. D. 
FRED C. LAMB, Analytical Chemist 


Waite’s Laboratory 


Laboratory Diagnosis Autogenous Vac- 
cine, Squibbs Biologics, Neosalvarsan. 


Mailing Address, Box 63 


EL PASO 


522 Roberts-Banner Building 


TEXAS 


The Homan Sanatarium 
For the Treatment of Tuberculosis 


EL PASO, TEXAS 


Descriptive Booklet on Request 
Telephone 1616 
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Located in the heart of the great Southwest—the Land of Sunshine. Average 
annual rainfall less than 7 inches. Altitude moderate. On the main line of the 


Santa Fe. 


The open-air hygienic treatment of Tuberculosis is supplemented by artificial 
Pneumothorax and X-ray Therapy under the direction of a staff of 5 physicians 
trained in Internal Medicine. Special Facilities for Sun Baths. 

Private porches baths, bungalows and modern, fire-proo* buildings. 

On request, information will be given concerning accommodations available. 


W. A. GEKLER, M. D., Medical Director 
A. L. Hart, M. D. H. P. Rankin, M. D. B. J. Weigel, M. D. 


STORM  Reisterea 
Binder and Abdominal 
Supporter 


(Patented) 


For Men, Women and 
Children 


For Ptosis, Hernia, Obesity, Pregnancy, Re- 
laxed Sacroiliac Articulations, High and Low 
Operations, Flozting Kidneys, Etc. 

Ask for 36-page Illustra*ed Folder 
Mail orders filled at Philadelrhia only—within 24 hours 


Katherine L. Storm, M. D. 


Originator, Patentee, Owner and Maker 
1701 Diamond Street PHILADELPHIA 


Providence 
Hospital 


A General Hospital 


Oooo 


Young ladies wanted for 
Training School. For in- 
formation address 


Superintendent, 
Providence Hospital 
EI Paso, Texas 
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LAS ENCINAS 


PASADENA, CALIFORNIA 


A Sanatorium for the Treatment 
of General and Nervous Diseases 


LAS ENCINAS 


Climate ideal, cuisine excellent, outdoor recreation. 


Located in the foothills of Sierra Madre mountains, surrounded by 
a 20-acre grove of live oaks. Central building and private cottages with 
modern conveniences. Hydrotherapy, Electrotherapy, Baths and Mas- 
sage. Physicians and nurses in constant attendance. 


OOO 


BOARD OF DIRECTORS: 


George Dock, M. D.; H. C. Brainerd, M. D.; W. Jarvis Barlow, M. D.; 
F. C. E. Mattison, M. D.; Stephen Smith, M. D. 


Ooo 
Write for beautiful illustrated booklet. 


STEPHEN SMITH, Medical Director 
Las Encinas, Pasadena, Calif. 
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St. Joseph’s Hospital 


Phoenix, Arizona 


Accredited Class A General Hospital of 125 beds. 


Open Staff Organization. 


SURGICAL :—The Surgical Department consists of three major and 
two specialist operating rooms, with anesthetic and all accessory rooms. 
It is completely equipped with every surgical convenience; nitrous oxide 
and ethylene gas apparatus. 


OBSTETRICAL:—The Obstetrical Department is in the Annex, 
and has its own operating and delivery rooms, with all accessory equip- 
ment for any type of emergency obstetrical work. 


LABORATORY :—Under direction of a competent pathologist; im- 
mediate frozen sections and diagnosis, when desired. All blood, serolog- 
ical and chemical examinations promptly performed by competent tech- 
nicians under direct supervision of the pathologist. 


X-RAY AND RADIUM:—Fluoroscopic and radiographic work by 
competent radiologist. Urological department adjacent to x-ray room 
for prompt pyelographic work. High voltage x-ray equipment for pre- 
operative and post-operative therapy. Radium available for cases re- 
quiring this treatment. 


BASAL METABOLISM:—This work is in charge of a competent 
metabolist and can be done at bedside or in metabolism room. 


DIETARY :—A trained dietician working in conjunction with the 
clinical laboratory makes possible the accurate study of patients whose 
diets need to be adjusted, particularly diabetics who require the deter- 
mination of carbohydrate tolerance and insulin requirements. 


Any physician or surgeon in the Southwest, who cannot accompany 
patients to Phoenix, is invited to refer them direct to the Hospital. 
They will be placed in charge of ethical members of the Staff. 


In Charge of 


SISTERS OF MERCY 
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E. H. McCLURE COMPANY 


DALLAS, TEXAS 


Surgical Instruments and Physicians’ Supplies of Every Description 
Sterilizers, Disinfectors, Beds, Ward Furniture and Hospital Equipment 
of All Kinds 

P. B. GRUBBS, 3513 Fort Boulevard, 
Western Representative El Paso, Texas 


In Bronchitis and Tuberculosis 


Calcreose is particularly suitable as an adjunct to other 
remedial measures. Calcreose contains 50% creosote in com- 
ination with calcium. Calcreose has all the i 
activity of creosote but is free from untoward effects even when 

taken in large doses for long periods of time. 


Sample 4 grain tablets supplied to physicians upon request. 
THE MALTBIE CHEMICAL Co., NEWARK, N. J. 


#2 Elastic Hosiery 
_ ABDOMINAL 
SUPPORTERS 
made to order from 
fresh, live rubber, by 
competent workmen, 
giving you a perfect 
fit and fresh durable 
goods. Also Office Fur- 
niture and Dressings. 
An Up-to-Date Stock 
at right prices. 


_KENISTON-ROOT CORPORATION 


418 W. Sixth St., Los Angeles, Cal. 
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ARLCO-POLLENS 


were originated to make possible the scientific 
study of hay fever. 


They made available for the first time a proper 
assortment of individualized diagnostic and 
treatment pollens—permitting thereby differ- 
ential diagnoses, specific treatment and the 
development of authentic literature on 


Hay Fever 


The number and diversity of pollens have been 
constantly increased until they now cover the 
more essential requirements of the entire 
country. 


But the constant seeking and studying of new 
pollens will continue in order to permit in fu- 
ture even finer distinctions of diagnosis and to 
assure still more accurate treatment. 


List of Pollens with Literature on request. 


THE ARLINGTON CHEMICAL COMPANY 


Yonkers, New York’ 
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Southwestern Surgical Supply Company 


320 Texas Street El Paso, Texas 


X-Ray Apparatus and Supplies Surgical Instruments 

Physio-Therapy Apparatus Rubber Gloves 

High Pressure Sterilizers Ligatures 

Hospital Furniture Abdominal Belts, Trusses, Etc. 
Levin Duodenal Catheters 


AGENTS FOR 


Kelley-Koett Mfg. Co. Engeln Electric Co. 
H. G. Fischer & Co. Hanovia Chemical & Mfg. Co. 


Bard Parker Co., Patented Knives. 
Chlorine Gas in tanks or ampoules. 


YOU ARE INTERESTED IN THE SOUTHWEST— 
WHY NOT PATRONIZE HOME INDUSTRY 


Pituitary Liquid 


“Armour” 


and be sure 'of your product 


Free from preservatives, physiologically stand- 

ardized, of uniform activity. A reliable oxytocic, 

has given splendid results in post partum hem- 

orrhage and after abdominal operations to re- 

store peristalsis. 

¥% ec. c. ampoules obstetrical 1 c. c. ampoules surgical 
Boxes of Six 


Write for our booklet on the Endocrines 


ARMOUR 4x0 COMPANY 
CHICAGO 
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INTRACRANIAL BIRTH INJURIES 


W. E. JOHNSON, M. D. 
El Paso, Texas. 


(Read before the El Paso County Medical Society, February 2, 1925) 


Of all injuries produced by the trauma 
of birth, those affecting the contents of 
the skull, brain and meninges are the most 
important. 


Beneke, who worked out a particular 
technic in his autopsies, has determined 
that there is a much larger percent of ten- 
torial and subtentorial injuries than were 
formerly realized. 


Intracranial brain injuries may be classi- 
fied in two groups, lesions with hemor- 
rhage and lesions without hemorrhage. 
Lesions with hemorrhage may be subdivid- 
ed into: 

1. Internal cephalhematoma. 
2. Subarachnoid hemorrhage. 
3. Dural hematoma. 
a. Supratentorial. 
b. Infratentorial. 
c. Mixed types. 
4. Brain hemorrhages. 
a. Ventricular. 
b. Diffuse or circumscribed. 

Lesions without hemorrhage may be sub- 

divided into: 
1. Contusion. 
2. Ischemia. 
3. Slight tentorial tears. 


Internal Cephalhematoma—Due to tough- 


ness of dura this is not often found to be . 


large enough to produce death. It occurs 


as a result of injury to bone. 


Subarachnoid Hemorrhages—Lie on the 
surface of the brain and as a rule give rise 
to no symptoms but may be of sufficient 
size to produce spasmodic contractions in 
the extremities. 


Dural Hematomata are the most common 


type and are venous in origin, resulting 
from a tear in the tentorian most often in 
the upper blade. 


Brain Hemorrhages are rare. When oc- 
curring in the ventricular brain substance, 
blood drains through the medulla and into 
the spinal cord. 

Intracranial lesions without hemorrhage 
may be produced by compression of skull 
bones, but most of them are small and give 
rise to no symptoms or at least minor ones 
which soon clear up. 

The immediate causes of intracranial in- 
juries are mainly mechanical, produced by 
extensive or deep depressions and fractures 
of skull bones, the result of severe pressure 
exerted by forceps blades or indirectly pro- 
duced by traction of the head along the pro- 
jecting portion of the rigid pelvic canal as 
the promontory of the sacrum, symphysis, 
spines, exostoses, etc. 

A less apparent mechanical cause of 
trauma occurs in cases where there is no 
obstruction to labor. The compression of 
the head by labor causes a certain amount 
of cerebral fluid to flow into the spinal 
canal, and a reduction of the volume of 
blood within the brain produces an actual 
decrease in the size of the skull contents. 
During the process of moulding certain 
diameters of the skull are changed, the 
longitudinal being lengthened and the lat- 
eral decreased. 


Subdural* hemorrhages are produced by 
overlapping of the bones in the sagittal 
sutures during moulding causing a break in 
the veins entering the longitudinal sinus. 

Tentorial lacerations are produced by ab- 
normal extension of the long diameter of 


= 
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the head. The function of the tentorium 
being to prevent marked lateral compres- 
sion when longitudinal moulding is taking 
place. This same injury may take place 
during resuscitation by the swinging meth- 
od of Schultze, while the head is held 
tightly between the wrists. The tentorium 
apparently is quite vulnerable even in the 
normal full term infant, as is shown in oe- 
ciput anterior presentations, when the 
parietal bones are compressed against the 
pubic bones, causing flattening with result- 
ing injury to the tentorium. : 

It has been demonstrated that in perfect- 
ly normal quick deliveries, before the cervix 
is dilated, and a rigid inner ring is present, 
the sudden compression without moulding 
may give rise to a tentorial tear with a 
resulting hemorrhage. 

During the second stage, in the attempt 
to protect the perineum until gradual dila- 
tation takes place, the pressure exerted in 
the antero-posterior position may produce 
an injury to the falx; it may also be done 
by. pressure on the perineum or with a fin- 
ger in the rectum in the attempt to deliver 
between contractions. 

By giving a large dose of pituitrin be- 
fore the cervix is completely effaced, giv- 
ing rise to sudden compression and rapid 
expansion, there is a great possibility that 
intracranial injury may be done. 

In twilight sleep due to prolongation of 
the second stage of labor with frequent 
necessity of application of forceps, there 
is often an injury to the tentorium. | 

There are cases on record which were 
delivered by Cesarean section, where an in- 
jury had occurred, due either to pressure 
of the head against the rigid os or pelvic 
bones, or to delivery through an incision 
in the uterus of insufficient length. 

In breech deliveries where the occiput 
is pressed hard against the symphysis, 
pushing the cerebellum up against the ten- 
torium, tears may result. 

Ventricular hemorrhages are not pro- 
duced by asphyxiation but are due to 
heightening of vertical diameters with lat- 
eral compression, whereby the falx is 
pulled up and with it the sinus rectus and 
the vena cerebri magna is torn where it 
connects with the sinus, according to 
Beneke. 

The predisposing causes of intracranial 
trauma are syp*ilis and other diseases of 
the mother, as acute infectious diseases, 
plumbism, alcoholism, arteriosclerosis, ne- 
phritis, etc. 

A large percent of premature infants 
show injury to the cerebellum or bra‘n 
which is now attributed to lack of develop- 
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ment, the brain substance being unduly 
soft and the vessels thin-walled. 

When the moulded head is suddenly re- 
leased as in a precipitate labor or quick 
forceps delivery, the abrupt change in the 
configuration of the skull may cause a hem- 
orrhage, before equalization of circulation 
has had time to take place. 

Asphyxiation is rather a result than a. 
cause of hemorrhage. Due to pressure the 
hemorrhage has already taken place with a 
resulting asphyxiation. The congestion due 
to contractions could only be a small factor 
in causing a tear being possibly slightly in- 
fluenced by the distended veins. * 

Under contributory causes we have the 
hemorrhagic diathesis and manipulations 
during resuscitation. 

The normal coagulation time in infants is 
from three to five minutes, but in certain 
cases it is delayed to eleven or twelve min- 
utes or longer and a valuable indication can 
be found in small or large petechial hemor- 
rhages occurring in the skin, mucous mem- 
branes, etc. 

Manipulation during resuscitation, as in 
the Schultze method, where the shoulders 
are grasped on either side and the head is 
held tight between the wrists or balls of 
the hand giving rise to marked pressure, 
may either produce or increase a tear in 
the tentorium. 

When the head is held down as a method 
of resuscitation a marked enlargement of a 
hemorrhage from a small vessel may occur. 

Definite information as to the frequency 
of intracran‘al birth injuries is not obtain- 
able, but is at least a great deal more fre- 
quent than is suspected. Hemorrhage rank- 
ing first and, as to location, the tentoriun. 

SYMPTOMATOLOGY 

As at present, and probably in the future 
the greater percent of all confinement cases 
will be handled by the general practitioner, 
so it is well that he be able to recognize 
intracranial birth injuries by their most 
prominent symptoms. 

Intracranial hypertension is not manifest- 
ed in the infant as in the adult due to an- 
atomical differences being produced in the 
adult by the rig'd skull bones whereby the 
intracranial content is increased, while in 
infants there is a decrease in the actual 


‘ skull capacity due to compression. Delayed 


symptoms may also be due to expansion of 
the skull after birth made possible by the 
bulging of the fontanel and stretching of 
the sutures. 

The possibility of a hemorrhage must be 
considered in every case of melena or hem- 
orrhages from the mucous surfaces. 

The classic symptom of increased intra- 
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cranial tension is the bulging of the large 
fontanel. This may take place in the pres- 
ence of a marked hemispheric or ventricu- 
lar hemorrhage or a cerebral edema. When 
the bulging takes place gradually it indi- 
cates a progressive bleeding. 

As a rule new born infants with intra- 
cranial hemorrhage are very restless, cry- 
ing incessantly. If hemorrhage is not ex- 
cessive, they refuse to nurse due to absence 
of normal sucking reflex. The paleness 
of these infants is due to vasomotor irrita- 
tion rather than actual loss of blood. 

Respiration is not characteristic as in the 
adult, may be slow and deep, often inter- 
rupted by the cry. Cyanosis may be pres- 
ent when there are convulsions or when the 
hemorrhage is beneath the tentorium. 

Convulsions, which may be tonic or clon- 
ic, are characteristic of the cortex type in- 
volving chiefly the flexors of the extremi- 
ties, muscles of respiration, eyeballs, face 
and occasionally of the jaw. They vary in 
frequency and duration and may be brought 
on by manipulation or pressure applied to 
the bulging fontanel. A loud yelling cry 
during inspiration at the height of the 
spasm is followed by complete relaxation 
and normal breathing. Quite often an ir- 
ritability or spasticity preceding convul- 
sions may be observed. 

Paralysis —As the hypertens‘on in the 
skull increases, due to further extravasa- 
tion of blood, the spastic condition gradual- 
ly yields to a paralytic state, death often 
supervening before this is reached. As one 
group of muscles become paralyzed, passing 
to another, quite often localization of the 
area of hemorrhage can be determined. 

It is of great importance for appropriate 
treatment to determine as nearly as pos- 
sible the location of the hemorrhage. The 
following will indicate its location to some 
extent as to whether it is supratentorial or 
subtentorial. 


Supratentorial 
1. Infant cries a great deal during first 
few days. 
2. Respiratory center affected later; in- 
fant pale. 


3. Death may be delayed. 

4. Fontanel becomes tense within com- 
paratively short time. 

5. Prompt appearance of symptoms of 
intracranial hypertension. 

6. Rigidity of neck and opisthotonos 
hardly noticed. 

7. Symptoms from involvement of facial 
and oculorotor nerves, at first unilateral. 
Subtentorial 

1. Infant usually quiet, apparently sleep- 
ing or in a comatose state. 
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2. Respiratory center as a rule affected 
early; infant cyanotic, especially during 
convulsions. 

3. Death occurs early. 

4. Fontanel at birth normal; slight ten- 
sion late. 

5. Symptoms 
late. 

6. Rigidity of neck and opisthotonos 
usually marked. 

7. Indications of involvement of facial 
and oculomotor nerves are immediately bi- 
lateral. 

These symptoms are early and soon be- 
come mixed, when it is impossible to deter- 
mine the location. 

DIAGNOSIS 

Asphyxiation should always suggest an 
intracranial lesion, especially if the child at- 
birth is at first normal, and later shows 
respiratory disturbance. Suspicion should 
be aroused when the infant is crying inces- 
santly or is strikingly quiet, and particular- 
ly when it does not respond with a sucking 
motion when the lips are irritated by ‘the 
finger. 

When a fetal tachycardia appears, with- 
out a preceding bradycardia in the course 
of a prolonged labor, a threa:ened intra- 
cranial hemorrhage should be _ suspected, 
and if a bradycardia has preceded, then the 
herrorrhage has probably already taken 
place. 

Delayed coagulation time in an infant 
suspccted of an injury is helpful in making 
a conclus‘on. 

Marked external trauma, over-riding of 
bones, may indicate a hemorrhage. By the 
ophthalmoscope a venous congestion with an 
edema of the nerve head may be found— 
probably due to pressure on the central ret- 
inal vein. According to some authors such 
findings, along with spinal puncture, justify 
a decompression operation, even when con- 
vulsions are not present. 

Spinal puncture is done for obtaining 
spinal fluid for examination and for relief 
of abnormal tension. Blood reaches the 
spinal fluid from infratentorial injury di- 
rectly, and indirectly from supratentorial 
injuries. By making the puncture, usually 
located in the lumbar region, the intra- 
cranial pressure is_ relieved, convulsion 
stopped and a great aid in diagnosis is ob- 
tained. 

By relieving pressure, however, in case 
of delayed coagulation time, the hemor- 
rhage may be considerably prolonged, so 
t*is should be prevented by first determin- 
ing the coagulation time, and if delayed, 
preceding puncture, by injecting of blood or 
serum. 
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PROGNOSIS 


Immediate effects depend upon the loca- 
tion and extent of injury. Many of the 
smaller ones produce only transitory signs 
with complete recovery following. When 
convulsions have developed the outlook for 
life is decidedly bad, and if followed by par- 
alysis, the end soon comes. 

As regards the prognosis for health fol- 
lowing trauma and asphyxia, certain physi- 
cal and mental anomalies may manifest 
themselves later in life. .Little’s disease, 
cerebral spastic paralysis, is shown to be 
due to injury to the brain probably from in- 
tracranial birth trauma. But so far it has 
not been proven that mental deficiency is 
directly attributable to intracranial birth 
injuries. 

Intracranial lesions occur when compres- 
sion of the head is extreme, asymmetric 
and if accomplished quickly and particular- 
ly if hastened by oxytocics, manipulations, 
or instruments. The mere fact that labor 


is drawn out, so long as there are no ab- 
normalities, has little effect in producing in- 
jury. Primiparity obviously is not in it- 
self of much importance so long as no dis- 
proportions exist. 

Delayed effects of intracranial birth in- 
juries, as manifested by lack of mental de- 


velopment, epilepsy, palsies, etc., is still an 
undeo‘ded issue. There are certain definite 
svastic paralyses, however, that are due to 
birth injuries. 

It is asserted by Eherenfest that a great 
number of cases having definite symptoms 
of intracranial birth injuries, are overlooked 
due to the lack of careful examination of 
the infant at birth and close observation 
for the first few days following. . 

PROPHYLAXIS 

Intracephalic birth injuries are, in the 
main, due to sudden or excessive compres- 
sion of the head, and in the presence of cer- 
tain predisposing factors as prematurity, 
asphyxiation, brusque manipulations during 
resusc'tation, hemorrhagic diatheses. or 
even the trauma of a normal labor. There 
is a tendency to exaggerate the results of 


minor lesions. 


The mortality rate in forceps deliveries. 
varies from 10 to 50% as auoted by various 
authors. The danger of high forceps is 
well known. Sachs, in a series of 90 cases 
where forceps were applied, solely in the in- 
terest of the child, showed 56 delivered in 
a normal and avparently unimpaired condi- 
tion, the remaining 34 showing evidence 
of injury. In overations done in interest of 
the mother, mutilation should be considered 
more than at present. Quite often, instead 
of forceps when the head is low and the 
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mother exhausted, a small dose of pituitrin 
or an episiotomy may be done. Toe often 
the forceps are applied to the transverse di- 
ameter of the pelvis, rather than to the 
transverse diameter of the fetal head, not 
having recognized the extent of rotation. 
Forceps should never be applied to over- 
come disproportion between the fetal head 
and pelvis, but when applied, traction. 
should be made slowly and intermittently, 
allowing the head to mould gradually, and 
if possible to apply properly, the blades 
should not be held tightly enough to cause 
an uneven amount of compression. 

In breech deliveries, the greater percent 
of fetal mortality is due to intracephalic 
and spinal injuries, the tentorial tears be- 
ing greatest. The head should be kept 
flexed, occiput not pressed too hard against 
the pubic bone before the body is raised 
for delivery of the after coming head; 
should the pelvic floor present an obstruc- 
tion, episiotomy may be done or forceps 
applied. 

The high mortality rate in premature in- 
fants is due to the unusual vulnerability 
and lack of development. The induction of 
premature labor because of contracted pel- 
vis of minor type is rather discouraged at 
the present time. 

Protetction of the perineum by delivery 
of the head between pains by pressure ex- 
erted on the forehead or with a finger in 
the rectum, may be sufficient to produce 
a tentorial injury. An episiotomy is bet- 
ter in such cases. To retard the head in 
prec’pitate labor, the palm of the hand 
should be placed directly against the ex- 
posed surface of the occiput. 

All vigorous methods of resuscitation 
should be avoided. Schultze’s method 
should never be taught without also teach- 
ing its dangers. When marked asphyxia- 
tion is present an intracranial injury should 
always be thought of in connection with it. 

Twilight Sleep. It is conceded by prac- 
tically all that it lengthens labor, necessi- 
tating often forceps application even after 
pituitrin is used, and produces asphyxia. 
As to mental and physical defects in later 
life, as a result, it is not yet established, 
but there is evidence that it is the cause 
of many intracranial injuries. 

TREATMENT 


The injection of whole blood or serum in 
amounts from 10 to 25 cc in the presence 
of intracranial hemorrhage, delayed or pro- 
longed coagulation time or in cases show- 
ing symptoms of injury, is strongly advo- 
cated as a prophylactic procedure. The blood 
may be obtained from the father and in- 
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jections may be repeated every four to six 
hours, as indicated. 

Spinal puncture in the newborn is not 
only difficult but has some danger attached. 
The good results from relieving the pres- 
sure, as well as a diagnostic procedure, is 
well worth considering, however. Brady 
reports as much as 60 cc of blood and spinal 
fluid removed at one time and the total 
amount of 240 cc in four days in one case 
with complete recovery. 

SYMPTOMATIC TREATMENT 

As little manipulation of infant as pos- 
sible. Keep in a warm room, avoiding all 
irritation such as a glaring light, breeze, 
noise, etc., apply ice bag to head, give bro- 
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mides and chloral for convulsions and spas- 
ticity. Feed through a catheter if unable 
to nurse. 


OPERATIVE TREATMENT 


Operations advised can be found in surgi- 
cal references. Small incisions, small and ° 
large trephines, large osteoplastic flaps, are 
advocated by various authors. The surgi- 
cal procedure, however, is usually postponed 
until after the case is hopeless, and of 
course the mortality is high. But with 
earlier recognition this should be definite- 
ly lowered and a great many more infants 
saved from intracranial trauma and their 
future health assured. 


REPORT OF FIFTY CASES OF HAYFEVER 
TREATED WITH LOCAL POLLENS 


GEO. TURNER, M. D. 
EL PASO, TEXAS 


(Read before the El Paso County Medical Society, January 19, 1925). 


Hayfever is a form of protein sensitiza- 
tion. A protein sensitization in general is 
a reaction on the part of some individuals 
toward proteins with which we all come in 
contact. Just why a certain protein should 
be absolutely poisonous to one individual 
and beneficial to another, and why the same 
individual may go through years in contact 
with a certain class of proteins suffering 
no ill effects and suddenly discover that 
they are poisonous to him, is a matter for 
thought and investigation. The theory has 
been advanced that fair complected people 
of delicate circulatory structures are more 
apt to develop a protein sensitization. I 
think it is also true that people who eat a 
great deal of highly seasoned, rich protein 
foods, are more apt to develop a sensitiza- 
tion, not necessarily to foods but to any 
form of protein. Perhaps the diet is of 
significant importance in treating hay fever, 
though I have never observed a case that 
followed a selected diet. Protein sensitiza- 
tions are closely related, whether caused by 
food, bacteria, epidermal or pollen. It is 
true that their manifestations are different 
but a person sensitive to one class of pro- 
= is also likely to be sensitive to another 
class. 


In this report, the term “hay fever” is 
understood to mean an inflammatory con- 
dition of the upper respiratory passages 
caused by pollen protein, and not by some 
other sort of protein such as epidermals, 
bacteria or food. The symptoms of hay 
fever, which I will not here enumerate, are 
sometimes caused by a sensitization to one 
or more of the other classes of protein, 


though these proteins are usually the cause 
of some other manifestation of reaction. 
The pollen proteins cause hay fever, and 
sometimes asthma; bacterial infection is 
often superimposed on hay fever. Epider- 
mals usually cause asthma but at times 
they also cause certain forms of dermatitis. 
Food proteins sometimes cause hay fever 
symptoms, but most often they are found 
to be the cause of urticaria, dermatitis, 
asthma or arthritis. A dermatitis of al- 
lergic cause, however, is more apt to be 
from some focus of bacterial infection 
than from a food. Bacterial sensitization 
is also an important cause of asthma. 


Before stating the results obtained in 
fifty cases treated during the last season, 
I wish to say something of the rules fol- 
lowed. There are some general rules that 
apply to both seasonal and preseasonal 
phases of treatment. There are other fea- 
tures peculiar to the preseasonal treatment, 
and still others peculiar to the seasonal 
treatment. The general rules are: (1) De- 
termine reaction by the skin test. (2) De- 
termine degree of reaction with the solu- 
tion test. (3) Give treatments daily. (4) 
Try never to get a reaction. (5) If reac- 
tion is obtained, drop back to a dosage 
that gave no reaction. (6) Combine in one 
antigen pollens from plants belonging to 
the same botanical group. (7) Give separ- 
ate courses’ of treatment for each group 
of plants to which the patient is sensitive. 
(8) Do check test on completion of treat- 
ment. (9) Repeat treatment if necessary. 
(10) Use locally gathered pollen. 

It is of great importance to keep the 
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dosage constantly just below the point of 
producing a reaction because a dose large 
enough to cause a significant reaction will 
increase sensitization rather than stimulate 
resistance. If the patient continues to get 
reactions and it is impossible to get him to 
tolerate any strength of antigen without 
reaction, it is useless to try to effect a de- 
sensitization. The violation of this princi- 
pal of protein therapy is responsible for 
failure to being relief not only in hay fever 
cases but also in asthma cases of bacterial 
cause by the use of autogenous vaccine. In 
this condition results are obtained not so 
much by effecting an immunity to the in- 
fecting organism as by effecting a desensi- 
tization to the presence of the bacterial 
protein. Of course eradication of the infec- 
tion by use of the vaccine is the end result 
to hope for and eventually a dosage of suf- 
ficient size to effect this can likely be 
reached but the usual dose and strength 
of vaccine given to eradicate the average 
chronic infection will bring on such a 
violent paroxysm of asthma that the patient 
will refuse to continue after two or three 
such treatments. The hay fever case will 
do the same thing and an excellent imple- 
ment of therapy will go overboard. 

If a reaction is obtained in the course 
of daily administration and the reaction is 
present when the patient presents himself 
for treatment, do not give him a dose that 
day but delay until the reaction is gone 
and administer a dose that gave no reac- 
tion. Drop back through at least three 
days treatment and repeat those doses and 
when the size dose is again reached that 
gave the reaction, he will, in all probability, 
be able to tolerate it. If it is at least found 
impossible to get the patient to tolerate a 
dilution as strong as 1:5000 without reac- 
tion, there isn’t any use hoping for relief 
in the case if the treatment is being con- 
ducted coseasonally. 

A case that reacts to the pollen of trees, 
weeds and grasses for example, requires 
three separate antigens and three separate 
courses of treatment. All the tree pollens 
may be combined or as many as the patient 
reacts to, but the trees and weeds or grass- 
es can not be combined in one antigen. This 
is because a desensitization to grasses con- 
fers no desensitization to trees and if com- 
bined the tendency to react is so great a 
solution of sufficient concentration to effect 
desensitization would never be tolerated. 

The features peculiar to the preseasonal 
treatment are as follows: (1) Skin reac- 
tions are not so marked as in the seasonal 
cases. (2) The beginning dilution of anti- 
gen is stronger and the course of treat- 
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ment is not so long. (3) The treatment 
should be begun long enough before the 
pollenating season to complete the course 
and repeat the treatment if necessary. 
(4) There is a higher per centage of suc- 
cessful desensitizations effected, and the 
patient is prevented from having the con- 
dition. 

There are five different botanical groups 
of plants that cause hay fever in this lo- 
cality and a patient who has had hay fever 
for several seasons and who is sensitive to 
all five of the groups should begin treat- 
ment in January in order to get the five 
courses completed before the hay fever 
season begins. A patient sensitive to cot- 
tonwood should begin treatment in January, 
because the cottonwood begins to pollen- 
ate about the middle of April. The grasses 
begin in May, and because these pollens 
are among the hardest proteins to effect a 
desensitization, treatment should be begun 
in January. The weeds are midsummer 
and late summer plants, consequently a 
patient sensitive only to weeds can begin 
treatment in March or April and get 
through before they begin pollenating. 


The features peculiar to the conseasonal 
treatment are as follows: (1) Reactions 
are usually very marked. (2) The begin- 
ning dilutions of antigen are necessarily 
high and the treatment is longer than the 
preseasonal. (3) Reactions are more often 
encountered during the course of treatment. 
(4) Symptoms usually disappear when the 
patient can tolerate a 1:5000 dilution with- 
out reaction. (5) Symptoms sometimes 
reappear a few days after completion of 
the treatment, in which case repeat the 
last few dilutions and symptoms will again 
disappear. 

Unfortunately, people who suffer from 
hay fever will not as a rule present them- 
selves for treatment until the season is on 
and they are suffering from the condition. 
Preventive medicine is not yet sufficiently 
popular to cause these cases to do the 
thing that offers them their best hope of 
relief, consequently, the results of the fifty 
cases I have to report were all coseasonal 
treatments. Twenty-four of the fifty were 
completely relieved and remained so dur- 
ing the remainder of the season. Ten cases 
were relieved during the course of their 
treatment but developed the condition again 
before the season was over. Fourteen cases 
said they derived some benefit from the 
treatment but their symptoms were never 
relieved. Two cases were worse when the 
treatment was discontinued than when it 
was begun. The least number of doses giv- 
en to any case that brought relief was 
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twenty-nine. The largest number given to 
any case to bring relief was one hundred 
and forty-four. The average number of 
doses given in successful cases was fifty. 
It is necessary to have the absolute co- 
operation of the patient to get results. 
There were other cases who began 
treatment but took only a few doses and 
quit or else who came so irregularly that 
they got no benefit. In this series, forty- 
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eight per cent were completely relieved and 
twenty per cent were kept free by supple- 
menting their treatment at different times 
during the season. 

Perhaps when more is learned about 
the extraction of the protein from the pol- 
len and about its preservation after extrac- 
tion, it will be possible to effect a greater © 
number of successful desensitizations and 
with less trouble. 


INTRACUTANEOUS TESTS 


R. J. STROUD, M. D. 
TEMPE, ARIZONA. 
(Clinical Demonstration, held at the Deaconess Hospital, at the Meeting of the Medical 
& Surgical Association of the Southwest, at their Tenth Annual Meeting, 
in Phoenix, Arizona, November 6 to 8, 1925) 


Schick Test. This test, like the Dick test 
and the new technic of tuberculin test, is 
an intracutaneous or intradermal test hav- 
ing for its true interpretation a character- 
istic skin reaction without any noticeable 
systemic reaction. One of the reasons of 
the test is the fact that reactions occur in 
the giving of toxin-antitoxin for the pre- 
vention of diphtheria and in the immune 
serum given for scarlet fever. 


Any test that has a delicacy of technic 
and that may be subject to misinterpreta- 
tion should be given with these two factors 
in mind, else the reading of negatives would 
give a false sense of security. It is far 
better to give the immune serums than 
bungle either technic or interpretation. 
Even weak positives mean that not suffi- 
cient antibodies are carried in the individ- 
ual’s system to take care of ordinary viru- 
lent exposures to the disease in question. 
However, the expense and time lost in giv- 
ing all persons immune serums or antitox- 
ins would be prohibitive even if some heavy 
reactions are not considered. With any for- 
eign proteid introduced into the system 
more or less of a reaction takes place, 
and even death has followed the giving of 
antitoxins, especially in those very sensi- 
tive cases, the so called “Status Lympati- 
cus.” This is not due to the antitoxic prod- 
uct but to the proteid of the serum itself, 
and the danger has been greatly lessened 
lately by the extraction of all proteids not 
carrying immune bodies, and the giving of 
the active carrying parts, the globulins. As 
I have pointed out no systemic reaction fol- 
lows the skin test, and even the reddened 
arm does not feel hot to the touch nor is 
it sore or tender. Therefore, the test should 
be given to see if antitoxin is needed in ex- 
posed cases or the toxin-antitoxin to give 
immunity. 


Several things should always be taken 


into consideration when any testing serums 
are given. It is always unwise to test any 
case which has fever from some other 
cause. Infants less than two years old may 
be negative and afterwards become posi- 
tive, so it is very necessary to instruct 
parents in this fact for no false sense of 
security should be given in a disease of 
such magnitude as diphtheria. The test, 
while not coming to its height until the 
third or fourth day, is sensitive enough to 
give an interpretation within 24 hours or 
soon enough to administer antitoxin if it 
should prove positive, especially if the con- 
trol serum should rule out pseudoreactions. 
There have been cases of diphtheria re- 
ported in Schick negative patients, but one 
always suspects either the care of technic 
or false interpretation of reactions. I will 
warn also against the use of old diluted 
mixtures. After you have mixed up the di- 
lution as the commercial preparations now 
put it up, it ought to be used within a few 
hours, else some negative reactions may en- 
sue. I have been convinced of this fact 
from observation of percentages of posi- 
tives in the same group with very freshly 
mixed test material and older dilutions. If 
this or any test is of any value, the value 
only lies in the correct technic and the bear- 
ing in mind of every fact that may lead to 
false interpretation. 


It has been estimated that a content of 
natural antitoxin as low as 0.01 units per 
c. c. of blood is sufficient to protect an in- 
dividual after exposure. Larger amounts 
surely do so. Natural antitoxin can come 
from immunity in a breast fed infant, small 
amounts of:diphtheritic secretions reaching 
the throat of an individual in which anti- 
toxin is produced in great enough quanti- 
ties to protect before an attack begins, and 
those individuals who are carriers and who 
have usually a very high immunity. 
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The test is based on the fact that an in- 
dividual who has a quantity of antitoxin 
equal to 0.31 c. c. will neutralize an exact 
quantity of toxin when this is introduced 
into the system. Individuals having a larg- 
er content would of course neutralize more. 
‘heretore, in giving the test, an exact quan- 
tity of the testing solution should be used. 
Most commercial houses now put up the 
toxin in containers which insures exact di- 
lutions and which keeps the toxin potent 
tor the longest time, until the time limit 
set on the iabel. Nearly all of these prep- 
arations are graded, so that U.2 c. c. of the 
test solution contains exactly that amount 
ot toxin that can be neutralized by an im- 
mune individual. ‘his represents one-tfif- 
tieth ot a guinea pig lethal dose. 

Technic. A finely graded hypodermic 
syringe, preterably a tuberculin two-col 
ored type is used and a small caliber, short 
needle titted so that no leak occurs. The 
skin of an arm is cieansed with alcohol, and 
the needie inserted so that it enters the 
skin, goes through the skin and points out- 
waras again so that the tip of the needle 
is eye upward and nearly comes out of the 
opposite side trom the puncture. The plung- 
er is tnen driven home, and if properly 
piaced admits of no leakage back througn 
tne needle opening. ‘Ihe injection shouid 
show a good sized white wheal on the skin 
witn inaenvations of the hair follicles, the 
same as in any intracutaneous injection. 
‘bhose experienced in local anaesthesia will 
readily appreciate when this intradermal 
conaition 1s present. ‘lhe opposite arm can 
be used tor controls. Heating tne mixture 
makes good control solution, and is not 
wasted as we do not get large numbers for 
testing as a rule. 

interpretation. | Pseudoreactions occur 
which show just a slight redness in 24 
hours, and fade out at 48 hours. The con- 
trol rules these out. 

Positive reaction occurs when the skin 
becomes reddened in 24 hours, with a red 
wheal from 2 to 3 mm. in circumference, 
and often much larger. This increases in 
size, reaching its maximum in 48 hours. 
The third day it is no larger but is red- 
der, turkey red, and on the third or fourth 
day some part of the wheal has a smaller 
nucleus of pigment. This varies from a 
yellowish to a brown. This establishes the 
positive. After a few more days the pig- 
mented part scales slightly. The height of 
the test is seen in about one week. The 
fading out of the reddened area goes 
through a brownish pigmentation and scales 
very slightly. 

Late reactions, and also slight positives 
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may come from too small a quantity of tox- 
in used, due to leaking out or the class of 
syringe used, and can be caused by old mix- 
tures. Pseudoreactions besides being weak 
as above mentioned may come on earlier 
than the true reaction, and be much larger 
in size. They do not scale and the pig- 
mentation is absent or less marked than a 
positive. Positive reactions have abrupt. 
edges. Unless you are sure of interpreta- 
tions use control tests. 

Dick Test. All that has been presented 
about the technic of the Schick test will 
apply to the Dick test for scarlet fever. 
The test is made in exactly the same man- 
ner, care being used in leakage from the 
syringe or wound. The amount used how- 
ever for injection, is 0.1 cc of the Dick 
scarlet fever toxin. It is used by the Dicks 
on the forearm. 

Interpretation. The material now used 
for this test gives very few pseudoreac- 
tions. Negative reactions show in 24 hours 
either just the needle prick or a very faint 
pink line. Slightly positive reactions show 
a pink wheal about 2 mm. in diameter with- 
out tenderness or skin swelling. Positive 
reactions show a red wheal from 1.5 to 3. 
mm. in diameter with abrupt edges, with 
slight swelling and tenderness. The red 
wheal is a very bright red. Strong posi- 
tive reactions show a very fiery red wheal 
over 3 mm. in diameter with swelling of the 
skin and tenderness. The size of the wheal 
may reach 8 mm. in diameter. The weaker 
the positive the quicker it subsides. The 
stronger the reaction the more persistent 
it is. 

The test, when positive, begins with an 
erythematous wheal in from four to six 
hours which reaches its height in 16 to 24 
hours, when it begins to fade. Very strong 
positives do not begin to fade for 36 hours, 
but fading is always accomplished in 48 
hours. After this the patch turns a slight 
yellow and may or may not desquamaie. 

Tests indicate that immunity persists in 
those individuals who have had scarlet fe- 
ver. Of those who have not had scarlet 
fever approximately 40% show the reaction 
in some form of positive. This is true in 
all series. A positive reaction after scar- 
let fever has been diagnosed some time be- 
fore may check the diagnosis. Those indi- 
viduals who respond to the Schick test 
nearly always respond to the Dick unless 
they have had scarlet fever. This may ex- 
plain why some scarlet fever cases improve 
rapidly after diphtheritic antitoxin. An- 
other explanation may be that horse serum 
alone has immune bodies to scarlet fever. 

Immunity to diphtheria is of a different 
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kind, and the positives vary with age. In 
the newly born and up to two years only 
about 40% are positive to the Schick test. 
Between the ages of 5 and 8 60% show 
positive reactions. From then up to the age 
of 60 tte positives drop to 12%. Care 
therefore must be taken when small chil- 
dren are tested for some become positive 
again. In rural districts the number of posi- 
tives is increased. Various observers show 
different percentages, which is in contrast 
with the 40% of positive Dick tests for all 
ages of non scarlet fever patients. Some 
go as high as 80%, others as low as 20% 
in children. 


Children positive to the Schick test 
should be given the toxin-antitoxin for pro- 
tection. One 3Lplus dose shows 50% nega- 
tive Schicks in prepositives. Two 3Lplus 
doses raise the negatives to 70% and the 


137 


three doses to 80%. Seeing only 80% have 
immunity conferred after ‘the first year, 
another Schick test should be given at that 
time to catch up with the positives. Severe 
reactions follow many doses of 3Lplus 
doses, espccia'ly in sensitive individuals, 
and in first doses. The reaction varies 
from slight discomfort and redness, to fever 
to 103, malaise, joint pains, head aches, 
and the serum rash. Many cases show a 
large “positive” Schick arm with a circum- 
scribed area of redness and tenderness 3 or 
4 inches in diameter. Should a big reac- 
tion occvr the second dose should be with- 
held until the reaction is over. If an inter- 
current fever should intervene the best pro- 
cedure is to wait until convalescence is over 
and give three doses at that time. If, for 
any other reason, the dose should be inter- 
rupted, it is always better to give all three 
again. 


CARDIAC INFARCT 


G. WERLEY, M. D. 
EL PASO, TEXAS. 


(Read before the Tenth Annual Meeting of the Medical & Surgical Association of the 
Southwest, held at Phoenix, Arizona, November 6 to 8, 1924.) 


Cardiac infarct is considered rare only 
because the diagnosis is so often missed. 
In a little over one hundred autopsies seen 
in El Paso during the last year and a half, 
there were seven cases of cardiac infarct, 
fibrous myocarditis or cardiac aneurism. 
If the heart could have been examined in 
every case of sudden death from so-called 
acute “heart failure,”. “ptomaine poison- 
ing.” “acute indigestion,” or “stroke” I am 
sure the percentage would have been much 
greater. 


Cardiac infarct does not differ from in- 
farct in other parts of the body except as 
modified by difference in tissue structure 
and function. Cardiac infarct caused by 
embolism is a very rare event. Sclerosis 
with atheromatous degeneration and calcifi- 
cation is found in practically every case. 
The same causes are at work as in arterio- 
sclerosis in other organs of the hodv. Just 
why a clot will form in one calcified artery 
and not in another equally damaged we do 
not know. Ophuls’, after 500 post mortems 
on cases of arteriosclerosis, concludes that 
infections, especially rheumatic, are the 
main cause. Age per se is not the main 
factor. Syphilis is not an important cause 
of sclerosed coronaries. In 86 cases of 
coronary sclerosis proved by autopsy at the 
Mavo Clinic® there were only eight cases of 
syphilis of the aorta. Neither is high blood 
pressure a proved cause. Arteriosclerosis 


occurs in direct proportion to the number 
and severity of infections. When there 
had been no preceding severe infections 
Ophuls' found no case under 40 years; while 
in those who had had many infections it 
was frequently found after the age of 25, 
McCallum* sums up the causes as infec- 
tions, intoxication and an unbalanced diet. 
These observations are important when it 
comes to prevention and treatment. 


Gradual occlusion of the coronaries may 
occur without svmptoms. Such a case is 
reported by Gross‘ in a women of 74 dying 
of cancer without cardiac symytoms. The 
heart muscle was normal and the collateral 
circulation efficient. although the right 
coronary was occluded (Fig. 1). Allbutt’ 
relates a case where “not only were the 
coronary arteries calcified, but their orifices 
were so utterly obliterated that the very 
seat of them was indefinable; yet in this 
heart, so far as the microscope could tell 
us, the myocardium was normal.” Pratt’ 
has derconstrated that in such cases the di- 
rect communication of the coronaries with 
the ventricles through the Thebesian ori- 
fices forms “efficient channels in the nu- 
trition of fhe heart.” 

It is plain, therefore, that symptoms are 
present only when thrombosis causes sud- 
den occlusion of the coronary arteries. 
Gradual occlusion is compensated for by 
gradual widening of the collateral circula- 
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tion. The signs and symptoms will be 
brought out in the report of cases. 

Case 1. Very extensive calcification of both 
coronaries. Thrombosis. Instant death. Mrs. Sch. 
age 84 yrs. First seen September 17, 1924, on ac 
count of stupor coming on that evening. She had 


Fic. 31. -Roentgenagram of an injected heart, showing the results of a 
well-marked and almost complete obliteration of the 
right coronary artery. 


always been well until three months ago when 
she had dropsy and nocturnal dyspnea. Her physi- 
cian ordered digitalis and she got relief. At the 
time of my visit the pulse was 80 and absolutely 
irregular. Blood pressure 210 systolic, 120 dias- 
tolic. There were rales at the bases of both lungs. 
She slept well and felt better next morning. After 
breakfast she had a little headache and slight 
pain under the sternum going into the neck. She 
lay down and the attendant left the room for a 
moment. When she returned Mrs. Sch. was dead. 
She had not changed her position at all. I sus- 
pected coronary occlusion. At post mortem six 
hours later both coronaries were found very ex- 
tensively calcified (Fig. 2), and at a marked nar- 
rowing in the right circumflex, 25 cm. from its 
origin, was a clot filling the vessel. Dr. W. W. 
Waite, pathologist, reported he thought the clot 
had formed ante mortem. Sectidns showed diffuse 
fibrous myocardi‘is, some endarteritis obliterans, 
and some round celled infiltration. 

Instant death means sudden circulatory 
standstill. There can be no other cause. 
Abdominal or cerebral accidents cannot 
snuff life out instantly, for the circulation 
will still go on for a little while at least. 
Of course there are other causes of sud- 
den cardiac arrest besides infarct. 

Case 2. Angina pectoris followed by rupture of 
the heart three months later. Dr. D., American, 
aged 57 yrs. Was seen by Dr. Calnan in Nov. 
1923, while in great agony with dyspnea and pain 
that went from the stomach up the middle of the 
chest and down the left arm. His face was pale 
and his body covered with cold sweat. He said 
he had gas on h’s s:omach which he could not get 
up. The pain continued for 24 hrs in spite of full 
doses of morphine. He was not entirely comfort- 
able until the end of two weeks. He gradually 
got stronger and resumed his practice. On the 
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morning of February 19, 1924, he arose early, went 
to breakfast across the street, and on his return 
bought a cigar at the drug store down stairs and 
walked up to his office. Almost immediately he 
was struck with a pain about the heart, with 
cyanosis, struggling for breath, collapse and death 
before a physician could reach him. 

At autopsy the heart was found ruptured at the 
site of an old scar, (Fig. 3) and there were signs 
of a recent infarct. No doubt his first attack of 
“angina” was due to coronary infarct. Dr. W. W. 
Waite reported: “Sections from the heart wall in 
the region of the rupture showed a large amount 
of fibrous tissue and organized blood clot into 
which had grown some blood vessels. There was 
some round celled infiltration.” 


Cardiac infarct is by no means always 
immediately fatal. Gordinier’ reports 13 
cases of coronary occlusion with six recov- 
eries. In 60 autopsies on coroner’s inquest 


‘cases Le Count’ found 26 cases of acute cor- 


onary infarct and 34 of fibrous myocarditis, 
the latter probably due to healed infarct. 
Davenport’ reports a case where the left 
ventricle was ruptured by a large nail in an 
attempt at suicide. The pericardium was 
opened and the interventricular branch of 
the left coronary ligated to stop the bleed- 
ing. The man made a perfect recovery, 
probably because the heart muscle was 
normal. 

Case 3. Cardiac infarct with death from rupture 
of the heart. D. S. age 59, retired army sergeant, 
always healthy until gassed in France in 1918, 
since which he has had considerable cough and 
some shortness of breath. The past two years. he 
has had several “attacks of distress with gas in 
the left side of the abdomen” lasting two or three 
days, the last one occurring in January, 1924. 
First seen by Dr. E. W. Rheinheimer March 14, 
1924. Had been working in the garden all morn- 
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ing and felt well. After a heavy meal he returned 
to work and while stooping over he felt a sudden 
sharp pain in the stomach and fell over uncon- 
scious. Finally he got into the house with con- 
siderable difficulty. There was numbness in the 
left shoulder and intense pain in the epigastrium 
so severe that he could not remain quiet. He was 
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belching large amounts of gas and thought if he 
could vomit he would feel relieved. 

The patient was well developed and nourished. 
His face had an anxious expression, lips slightly 
cyanotic, and he was perspiring freely. He could 
not lie down on account of the pain and some dis- 
tress in breathing. 


case 


of LEFT VewTri¢Le 


occlusion of Site of 
Ruptvae 
The lungs were normal. Heart dullness in- 


creased to the left. Heart sounds extremely weak, 
the first sound barely audible. Pulse weak, 120 
per minute, and felt like the pulse in shock. Blood 
pressure 140/80. The abdomen was distended but 
no mass or abnormality made out. He was put 
to bed and a warm water enema given which re- 
turned with a large amount of gas, giving some 
relief. Morphine gr. % given by hypo, and after 
half an hour he was feeling fairly comfortable. At 
7 p. m. the same pain had returned as bad as ever, 
radiating to the left shoulder. He had not re- 
mained in bed as instructed. Pulse very weak, 
136 per minute. Heart sounds could not be heard. 
Blood pressure 110/72. ‘Morphine gr. % again 
given. Condition remained about the same the 
next day until 3 p. m. when the pain again grew 
worse. The pulse was 115. Heart sounds could 
not be heard. Blood pressure 86/67. Given mor- 
phine and sent to William Beaumont Hospital. At 
this time he was semi-stuporous but answered 
questions intelligently. His breathing was deep, 
with prolonged expiration suggesting uremia or 
diabetic coma. Blood pressure 76/62. He vomited 
a light brown liquid at intervals. On the morn- 
ing of the 16th he was still comatose, with edema 
of the lungs and cyanosis. Highest temperature 
99.4. Pulse from 112 to 130 Blood pressure 90/68. 
Strophanthin given intravenously with no improve- 
ment. Normal urine except a trace of albumen. 
Blood urea nitrogen 44 mg. per 190 cc. Creatinin 
2 mg. per 109 cc. Blood sugar 1.65 mg. per 100 
cc. Total non protein nitrogen 71 mz. per 100 cc. 
Leucocytes 19000. 84% polys. Died at 3:55 a. m. 
March 17. 

Post mortem rerort of Major F. E. Gessner: The 
coronary artery thickened and constricted and con- 
tains organized blood clot. Infiltration of blood 
in tissue around the artery is partly organized. At 
the point of rupture (Fig. 4) the cytoplasm stains 
very poorly, the muscle fibers are very indistinct, 
and striations are absent. At the margin there is 
marked inflammatory reaction with infiltration of 
the muscle with endothel’al cells and polymor- 
phonuclear leucocytes, with coagulation necrosis. 


This case is reported through the cour- 
tesy of Dr. E. W. Rheinheimer and the 
Medical Officers at William Beaumont Hos- 
pital. 


Case 4. Cardiac infarct. Phlebitis. 


Prolonged 
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recovery. R. R., American, age 49. Insurance 
man, always well except for a prolonged attack. 


of malaria in Cuba during the Spanish-American 
war. A man of good habits, doing gymnasium 
work and on the point of taking out $10,000 life 
insurance. Jan. 23, 1924, just after lunch he was 
seized with a violent pain in the region of the 
upper sternum, which went into both arms, worst 
on the right. Dr. Hugh Crouse saw him within 
30 minutes and Dr. W. W. Waite arrived soon 
efter. He had the facial expression of great agony, 
wes fighting for breath, and when his chest was 
being examined he would cry “For God’s sake, 
stop!” because of the aggravation of the pain, 
especially in the region of the fourth rib. The 
pulse was 72 and regular. Temperature 98.6. He 
was given % gr. morphine without relief, and 
finally chloroform. An emetic of apomorphine was 
administered, followed by copious vomitus. That 
evening he vomited blood. The pulse was 110 and 
sl'ghtly irregular. The pain continued and mor- 
phine was constantly necessary. I saw him with 
Dr. Crouse on the evening of the 24th. He was 
still in great pain, and very restless, constantly 
changing his position in bed. He complained of 
dyspnea though he preferred to lie flat. Respira- 
tions 24 per minute. Temperature 99 to 100.8. 
Blood pressure 114/72. When he was well it was 
130. Leucocytes 20,000, polys 87%. Hgb. 
The heart sounds were faint at the apex but well 
heard at the base. The apex impulse could not be 
seen or felt. The heart was slightly enlarged, the 
apex being 2.5 cm. beyond the nipple line. The 
abdomen was soft, liver and spleen not palpable. 
At the base of the right lung crepitant rales were 
heard over a large area. The next morning a loud 
to and fro friction sound was heard over the heart. 
This disappeared in 12 hrs. The subsequent course 
will be related briefly. Janu. 26th, there were 
23 000 leucocytes, 859, polys. Feb. 2nd there were 


10000, with 76% polys. Urine always normal. 
Blood pressure 102/60. Feb. 3, it was 96/50. 
Temperature ranged from 99.8 to 102. The pulse 


remained slow and regular except for a few flur- 
ries of tachycardia and premature beats. Poly- 
graph‘c tracings showed nothing abnormal. Con- 
duction time one-fifth second. Feb. 21st he had 
pain about his heart. Two days later there was 
a loud pulmonic friction rub just outside the apex; 
this was probably due to a small pulmonary em- 
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bol’'sm' Feb. 27th he developed phlebitis in the 
left leg, wHich gradually subsided. April 16, the 
blood pressure was 122/80. He had been getting 
about the house for some days and was now able 
to walk a block or two. At the present time, 
Oct. 16, he is in California and is steadily gain- 
ing strength and getting about very well. 


What was the origin of the gastric hem- 
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orrhage? At the best bleeding from the 
stomach is often obscure. Repeated tests 
for occult blood, after the acute stage, were 
always negative. There was no pain in 
the stomach and the belly was always soft. 


Case 5. Cardiac infarct. Ascites. Double pleu- 
ral effusion. Recovery. F. C., Mexican, gardner, 
age 51. Had always been well except for a little 
shortness of breath and aching in the chest on 
going up hill. One Sunday morning in August, 
1923, he worked as usual, and played with the 
children in the afternoon. At 1 a. m. that night 
he awoke with a pain in the middle of his chest 
high up and about the clavicles. He was strug- 
gling for breath. He said it “felt as if a railroad 
spike were being driven into his body.” He had 
“gas on his stomach” which he could not get up. 
Dr. H. Schught saw him and gave him morphine 
which gave him some relief. The doctor said he 
had angina pectoris and that he would die. It 
was 48 hours before he was free from pain. The 
dyspnea persisted. Some days later he became 
dropsical, with swollen legs and scrotum, the belly 
full of fluid and the liver swollen. A large amount 
of clear fluid was withdrawn from both sides of 
his chest on three occasions. He was told by dif- 
ferent physicians that he had asthma, tubercu- 
losis, myocarditis and angina pectoris. There 
were good reasons for all these opinions except 
tuberculosis. I saw him first October Ist, six 
weeks after the onset. At this time his chief com- 
plaint was dyspnea. He was propped up straight 
and breathing 40 times per minute. The feet were 
swollen and ascites was present. The pleural ef- 
fusion had disappeared. The lungs were clear ex- 
cept for a few rales at the bases The abdomen 
was soft, the liver not palpable. The heart was 
slightly enlarged, the sounds clear, no murmurs. 
The blood pressure at first was 130/100. Later it 
was 120/80. The pulse ranged from 80 to 96. 
There was slight fever at times. He was very 
weak. X-ray showed the diaphragm adherent on 
both s‘des. Wassermann negative. Urine normal. 
Sputum negative for T. B. Polygraphic tracing 
was normal with normal conduction time. At the 
present time he is tsill unable to work and has 
arthritis. 


The heart must have suffered some sud- 
den calamity in this case. I can think of 
nothing but cardiac infarct that would 
cause such a transformation over night. 
Angina pectoris shows less prolonged pain. 
Allbutt’ says that “the pain of angina pec- 
toris is generally paroxysmal, rarely a 
steady grind; continuous thoracic pain, 
however urgent, if of vascular origin at all, 
signifies some accident with the heart it- 
self, such as rupture, or an acute coronary 
thrombosis.” In angina there is usually no 
dyspnea. Wearn” says that sudden dyspnea, 
w.thout other explanation, points strongly 
to cardiac infarct. Attacks of angina have 
no such sequellae as occurred in this case. 
The prostrat‘on was too sudden for pericar- 
ditis. 

I have seen seven other cases quite as 
typical as these reported, but for lack of 
space will not report in detail. Four died 
from a few days to two weeks after the on- 
set, and three are still living. Two are 
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working and in good condition, the third is 
in fair health after two years. 

The clinical picture of cardiac infarct, 
with its diagnostic signs, we owe to many 
investigators, among whom should be espe- 
cially mentioned Herrick», Gorham,: Par- 
dee, Riesman, Levine», and Wearn. 


The symptoms of cardiac infarct are just 
what we might expect. They are: 

1. Those due to the local lesion in the 
heart. 

From the infarct with its congestion, 
edema, damaged muscle, necrosis, infiltra- 
tion of polymorphonuclear leucocytes and 
pericardial plastic exudate, we have (a) fe- 
ver, (b) leucocytosis with high poly count, 
(c) pain, and (d) pericardial rub. 

2. Those due to heart failure. 


The sudden crippling of the heart gives 
rise to (a) pulmonary edema and conges- 
tion, sometimes hemoptysis, (b) dyspnea, 
(c) vomiting, sometimes gastric hemor- 
rhage, (d) swollen liver, (e) cyanosis, (f) 
dilatation of the heart, (g) feeble or absent 
heart sounds, (h) fall in blood pressure, 
(i) restlessness, (j) vasomotor signs such - 
as flushing and paling, (k) finally, if the 
— is ‘bad enough, shock, collapse and 
eath. 


If one will remember these facts, diag- 
nosis will not be difficult. The surgical 
mind may confuse it with acute pan- 
creatitis, ruptvyr-d duodenal ulcer or gall 
bladder. Levine and Trantor” report two 
such cases, with post mortems showing car- 
diac infarct. Haller” reports two cases op- 
erated on for acute pancreatitis in which no 
abdominal lesion was found, but at autopsy 
cardiac infarct was found in both cases. 
The opposite mistake may also be made. 
The pain of gastric ulcer may radiate up 
over the heart and into the left arm 
(Hardt”). 

Prognosis and Treatment. The frequency 
of fibrous myocarditis and cardiac aneurism 
demonstrate that some cases of infarct re- 
cover for a time at least. The degree of re- 
covery will depend upon the state of health 
of the cardiac muscle at the time of the 
attack, and the efficiency of the collateral 
circulation. The thrombosed vessel may 
partiatly open up by canalization. 

As to treatment, just as elsewhere, the 
first thing is a proper diagnosis. Realizing 
the pathology, no one will question the need 
of early, prolonged and absolute rest. After 
tying the femoral artery in a dog it takes 
three months for the collateral circulation 
to be well established. (Buerger”) In 
Davenport’s case’ of ligation of the coron- 
ary artery the T wave was still inverted 
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in all three leads at the end of 59 days. 
Finally, 257 days after the operation, the 
electrocardiogram was normal. Naturally 
an extensive cardiac infarct cannot heal in 
a few days or even a few weeks. Many a 
tragedy occurs because this fact is disre- 
garded. At least a month or more in bed 
is none too long, and should be followed by 
two more months of rest, or even longer, 
depending on the persistence of the symp- 
toms. 


Can drugs be of service? There is every 
reason to think so. Nitroglycerine dilates 
the coronaries, (Smith”). I give 1/100 gr. 
every three hours and keep it up for a long 
time. Sodium citrate has been used suc- 
cessfully in beginning gangrene of throm- 
boangitis obliterans. Riesman has recom- 
mended it in cardiac infarct. I give it in 
large doses by the mouth. Intravenously it 
may be given daily, 12 to 20 ce of a 30% 
solution at each injection. 

Foci of infection should be sought and 
removed when possible. 

The diet should be light. Citrus fruits 
and fresh greens are valuable. Keep the 
bowels open and never overload the stom- 
ach. These people are apt to “dig their 
graves with their teeth.” Whether fat or 
lean they generally eat unwisely and too 
much. 

Finally, when the heart has healed, care- 
ful exercise will help to improve the col- 
lateral circulation and the heart muscle. 
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DISCUSSION 


DR. ORVILLE HARRY BROWN, Phoenix, Ariz. 
(opening): Dr. Werley was good enough to send . 
me, a few days ago, a copy of his paper. I read 
it and was thoroughly convinced that, while I 
might know cardiac infarct irom the standpoint 
of pathology, I knew nothing oi it trom the as- 
pect of clinical medicine. 

I have in my library three systems of medicine 
and twelve to fifteen text books on the practice 
of medicine and I turned to them to know what 
other clinicians knew of cardiac infarct. Only 
ene author dignified the subject of cardiac infarct 
by placing it in his index, and he, the famous 
French clinician, Dieulafoy, devotes one _ short 
page to cardiac infarct. He recognizes that throm- 
bosis of the heart occurs and that the pat.ent may 
recover and live for years. Dieulafoy does not, 
however, tell us how to diagnose cardiac infarct 
in our patients as does Werley. In other words, 
Dieulafoy treats cardiac infarct from the stand- 
point of pathology rather than from that of clini- 
cal medicine. 

James MacKenzie, in his splendid book “Diseases 
of the Heart,” details a number of cases of instant 
death and he speaks of aneurism of the heart, and 
yet, if I mistake not, not once does he speak of 
cardiac infarct,——not in a clinical way, anyway. 
So if any of you, before hearing Werley’s paper, 
felt as ignorant as did I on the subject of cardiac 
infarct from a clinical standpoint, I say to you 
take consolation in the fact that there are others 
who are still ignorant. 

It seems to me that Dr. Werley has written a 
chapter of new medicine; and we can hardly over- 
estimate the importance of this. 

I recall sitting some years ago at a round-table 
discussion, and sitting across from me was a 
man perhaps 65 years of age, apoplectic in build, 
heavy, thick-necked, flushed face; he had just made 
some remarks on the subject under discussion, 
and my eyes were on him. When the next speak- 
er took up the discussion, my eyes still rested on 
the man described above, and I saw come over his 
face suddenly an expression of pain and anguish, 
and almost before I could reach him, his face was 
flushed red, then purple, and then blue, and be- 
fore I and another physician could get to him he 
was dead. We reached him and made an exam- 
ination at once; but there was no pulse and no 
heart beat that we could determine. I had never 
been able to explain what had happened. It was 
plain that the blood was going from the arterial 
system into the venous system, but was not going 
through the -heart back to the arteries,—but why? 
This had never been explained for me until I read 
this paper. I am sure most of you have also won- 
dered about these sudden stoppages of the heart. 

I wish to emphasize the point of treatment in 
these cases. It seems very likely that many of 
them may escape detection,—these cases of in- 
farcts. Whether this be true or not, it is up to, 
us to recognize the margin of safety of any dis- 
eased heart. I believe I have not seen this in 
the literature, but it must be more or less general 
knowledge that we have a comparatively simple 
method of measuring the margin of safety of the 
heart. and yet some doctor from Battle Creek last 
year gave us a discussion on this very subject, 
and did not mention this method, and so it may 
be new and original with me,—I refer to the size 
of the heart. The heart is like a toy balloon. 
When it has too much stress and strain it di- 
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lates. On rest the normal heart returns to its 
proper size; but the weakened heart is apt not 
to return to normal size and certainly not with 
the same degree of rapidity as will the normal 
heart; and there is the measure for the margin of 
safety. How much work does it take to cause the 
heart to dilate, and how much rest to make it 
return to normal size? 


If it does not return to normal size it is doing 
more work than normal with less nourishment 
than normal. When the heart stretches, the coro- 
nary arteries are stretched. Stretching an elastic 
tube decreases the diameter of the tube, and it 
doesn’t take much stretching of the tube to reduce 
greatly its diameter. And so with the coronary 
arteries; the stretched arteries of a heart even 
moderately dilated may carry only half the amount 
of blood to nourish these walls. This heart needs 
rest and digitalis. It matters not whether the 
heart muscie has decreased nourishment from 
sclerosed coronaries, thrombosis, infarct, toxemia, 
or simpie stretching of the coronaries from cardiac 
dilatation. 

I wish to thank Dr. Werley for bringing this 
paper to our attention. It seems to me that it is 
an ideal paper, as it brings us something new and 
practical, and something that makes us think. 

DR. W. W. WAITE, El Paso: I have been won- 
dering why it is that a subject of so much im- 
portance as this should have been so long neglect- 
ed. The trouble is that we have little opportunity 
for examination. These people are well today and 
die tomorrow, and they usually die ouisiJe of the 
hospitals, and usually with very few post mor- 
tems; the death certificate is usually signed as 
indigestion or something of that sort, which means 
noihing, and we know nothing about what has 
iaken place. In making an effort to get material 
of this kind we have an organization called the 
“Clinical Pathology Club” and we do the post mor- 
tems. Some people say these cases do us no good 
because they have no history, but we will ncver 
know what happened to them unless we examine 
them; in that way we can collect a few speci- 
mens. At the same time there are a number of 
other cases which have been treated and which, if 
we could have examined these others, we would 
have had a large number. But they do not get 
to hospitals, and there are no post mortems, and 
we therefore do not have at hand the information 
that would have enabled us to correctly diagnose 
these conditions. You must bear in mind that we 
have what is called an acute condition and a 
chronic condition. A man is taken with a violent 
pain and he may die in an hour, or a day or two, 
or may get well. There is an acute infarct that 
goes on like an acute infarct in any other part 
of the body. And then we have sclerosis, which 
may begin at the age cf ten, so age doesn’t always 
count in that. But in this chronic form we have 
this same process going on which may involve 


one center one time and another at another time; - 


sometimes much fibrosis may be present, and at 
other times lesser amounts. But both of these 
may be looked upon as disease of the coronary 
arteries, and these chronic cases usually die sud- 
denly, without pain, or if they have pain it is so 
brief that no one recognizes it. The case of 
Roosevelt may be classed as such a case, and in 
looking back over our records we probably all 
know of people dying like that. These are chronic 
arterial disease, where the results are the same; 
they all have this diffuse process which takes 
place. Bear this in mind in dealing with this class 
of cases. 

I am sure this paper of Dr. Werley is a valu- 
able one, and is something that we can all under- 
stand. 
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DR. F. D. GARRETT, (El Paso): I appreciate 
this paper very much. I think it has done much to 
cover the study of fatal diseases of the heart, and 
also diseases that are not fatal,—because there 
must be many of these cases he speaks of which 
have only slight or moderate symptoms. 

It seems to me there must be difficulty in mak- 
ing differentiation between cardiac infarct and 
angina pectoris. In angina pectoris we are sup- 
posed to have interference with the circulation of 
the primary arieries; in cardiac infarct, as I un- 
derstand it, they have hemorrhage of the heart 
muscles. Both anemia and hemorrhage in the 
heart muscles can cause the same symptoms. I 
think that differential diagnosis is very important, 
and I would like to have Dr. Werley tell us how 
to distinguish these conditions. 

DR. G. WERLEY, El Paso, (closing): I claim no 
originality whatever for this paper. Nearly every 
idea in it I found in literature which I have been 
working on for a couple of years. I have been 
watching everything pretty carefully. Literature 
on this subject, as Dr. Brown says, is very secant. 
I have only found three or four good articles, 
but there have been some good investigations, and 
my idea was to get it out to the men who need it, 
because these journals of medicine hardly ever 
reach the general practitioner. 

Dr. Brown brought out an interesting point 
about dilatation of the heart. The heart under 
stress dilates to a certain extent, and it doesn’t 
hurt it any; it works better that way. If it di- 
lates until it is stretched much, however, it is 
working to great disadvantage on account of the 
lessened blood supply. 

I will say nothing about Dr. Waite’s discussion 
as he has said it better than I could. 

In regard to Dr. Garrett’s questioin as to dif- 
ferential diagnosis, the main thing is to learn 
how to diagnose an infarct case. Angina pectoris 
is nebulous; we don’t know exactly what it is, 
but there are a great many things put under that 
head that I am very sure should not be there. As 
we come to know more we will realize that there 
are things classed as angina pectoris which are 
not angina pectoris at all, and they will be put 
under their proper head. I think one trouble is 
we have not had enough post mortems. In the 
two volumes I have read of Albutt, one can not 
help but be struck by the scant post mortems; I 
do not think in those two volumes there were 
over a dozen cases. A thousand post mortems, 
I think, of people dying suddenly would do a tre- 
mendous amount toward clearing up the question 
of what angina pectoris really is. My own opinion 
is that it is due to infection of the coronary ar- 
teries in every case. It has been said by some 
authorities that in angina pectoris the arteries 
will block up and then they die; the idea is that 
it is the coronary arteries themselves that cause 
the angina pectoris. There are many theories to 
explain it, however. in fact there are some eighty 
theories given. I might just repeat here the main 
points to observe,—f.rst the prolonged pain that 
doesn’t stop for 10, 12, 48 hours, without a mo- 
ment’s cessation, and high up in the chest, under 
the breast bone; second, the fall of blood pres- 
sure is exceedingly characteristic; a pressure of 
210 will run right down to 120; that is a symp- 
tom; third, polymorphonuclear leucocytosis, and 
fourth, dyspnea,—these four are the main points; 
when you get two or three of them together, or 
even one of them, you can make a safe diagnosis. 
No one can make diagnosis in 100% of the cases; 
we don’t diagnose typhoid 1009, so of course you 
can’t tell in every case, but fi you will remem- 


ber these points, and what has been said here 
this afternoon, I think you will be able to pick up 
quite a few of these cases. 
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EMPHYSEMA AND TUBERCULOSIS * 


MAXIM POLLAK, M. D. 

FORT BAYARD, NEW MEXICO. 
(From the Sanatorium of the Jewish Consumptives’ Relief Society, Sanatorium, Colo.) 
*: Read before the Grant County Medical Society, New Mexico, February 27, 1925. 


Fishberg’ voices the popular belief when 
he states that “persons with atrophic em- 
physema rarely become tuberculous—and 
it is among persons of advanced age that 
we actually find the two diseases com- 
bined.” 


However, we observed in our rather small 
series of autopsies, two cases of chronic 
vesicular emphysema complicated by tuber- 
culosis in comparatively young individuals 
presenting also other features of interest, 
which we want, to report in the following. 


Both cases in their later course have been 
under the service of Dr. J. Zarit and the 
clinical features are drawn from his case 
histories. 

Case No. 1. S. B. a 26 year old, white sales- 
man, admitted to the Sanitorium on April 20, 1923, 
stated that he did not know of anyone in his fam- 
ily having been sick with tuberculosis and he did 
not remember having had the usual childhood dis- 
eases. He had typhoid in 1911 and epidemic in- 
fluenza in 1917 and 1919. His tonsils were re- 
moved in January, 1922, and his adenoids in June, 
1922. According to his statement his present ill- 
ness started in March, 1922, with cough, expectora- 
tion and with sharp pains in his abdomen and in 
the right side of his chest. He had no fever and 
no hemoptysis. He was told he had tuberculosis 
and entered one of the sanatoria in Denver. He 
was classified there as a far advanced active case 
of pulmonary tuberculosis. His sputum contained 
tubercle bacilli. After six months he left the in- 
stitution improved and went to work. A _ few 
months later his condition became worse and he 
was admitted to our Sanatorium. 


His physical examination revealed on admission 
the usual signs of far advanced active pulmonary 
tuberculosis. The x-ray examination showed dis- 
seminated miliary tuberculosis of both lungs and 
small cavitations in both apices. The sputum con- 
tained acid fast bacilli. 


His clinical course in the Sanatorium was, at 
the beginning, the usual one of a progressive far 
advanced active case. Commencing in the middle 
of October, the patient hal several dyspneic at- 
tacks. After such an attack on November 26th, 
the physical examination revealed the signs of a 
pneumothorax of the left side. This diagnosis was 
confirmed by the roentgenological examination. A 
permanent rubber catheter was introduced to re- 
lieve the pressure. The condition of the man be- 
came, however, rapidly worse and he died on 
December ist, 1923. 


The protocoll of the post-mortem examination 


with reference to the lungs reads as follows: 
On removing the sternum no air escapes from, 
the left pleural cavity. The left lung is collapsed 
in a stairway like form, the lateral portion being 
only 1/2 cm. thick. There are firm adhesions 
around the upper lobe and between the base and 
diaphragm. The lung is pale in color and is 
emphysematous throughout. In the upper lobe 
there are seen numerous emphysematous blebs pro- 
truding from the surface and resembling the same 
appearance as a cystic kidney. No tear can be 
found. The lung is placed in water, a tube is in- 
troduced into the main bronchus and air is 
pumped in. The lung swells up, but escape of air 
cannot be noticed. The cut surface reveals in the 
upper lobe the emphysematous blebs with a shiny 
smooth grayish layer. The largest of these blebs 
measures 3x2xl cms. There are also seen numer- 
ous pinhead shaped tubercles, caseous in charac- 
ter. In the lower lobe there are numerous fresh 
tubercles of the miliary type. 


The right lung is pale in color. It is free except 
for the apex, which is adherent to the parietal 
pleura. The lung is emphysematous throughout. 
There are numerous emphysematous blebs as de- 
scribed in the left lung. The cut surface reveals 
in the apex a few communicating tuberculous cavi- 
ties surrounded by dense fibrous tissue, otherwise 
it presents the same appearance as the left lung. 

Case No. 2. A. F. A 35 year old, white male, 
barber by occupation, stated on his first admission 
to the Sanatorium, February 18th, 1920, that he did 
not know of anyone in his family having had tu- 
berculosis. He did not remember having had the 
usual childhood diseases. He was, however, often 
subject to colds and sore throat. 


His present illness dated back to the summer 
of 1918. He had at this time chills, nightsweats, 
fever and pains in the left side of his chest. His 
sputum was odorless, occasionally streaked and 
measured six ounces in twenty-four hours. He was 
told he had tuberculosis and was sent to the coun- 
try. In September, 1919, he developed a_tuber- 
culous epididymitis, and entered one of the sana- 
toria in Denver. He left this institution unim- 
proved and entered our Sanatorium. Due to an 
improvement in his condition, he was transferred 
to our Convalescent Home in April, 1921. Here his 
condition became, after a while, again progressive 
and he was readmitted to the Sanatorium on March 
22, 1922. 


On his readmission his chief complaints were a 
paroxysmal and productive cough. 


On examination he was found to be poorly nour- 
ished and looked to be chronically sick. The shape 
of the chest was phthisical. In both lungs the 
signs of a far advanced active pulmonary tubercu- 
losis were elicited. 


The examination of the x-ray plate revealed dif- 
fuse infiltration of both lungs and annular shad- 
ows on both upper lobes. 


The sputum contained acid fast bacilli, 


His clinical course in the Sanatorium was that 
of a progressive far advanced case. He had oc- 
casionally dyspneic attacks and complained of pleu- 
ritic pains. The dyspneic attacks became more se- 
vere in December and the patient died on January 
1st, 1924. - 
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The necropsy findings in his lungs were as fol- 
lows: Right lung: Numerous emphysematous blebs 
were seen in the upper lobe. Making the longitudi- 
nal section through the lung, (Fig. 1) it was found 


Fig. 1. Cut surface of right lung of Case 2. 
Large emphysematous blebs. 


that the internal lining of the blebs was grayish 
in color, smooth and shiny. The largest one meas 
ured 5x4x2 cms, another one 3x5x2 cms. There 
were areas of caseation, especially in the apex, 
and some calcification also was noted The lower 
lobe was in a state of hypostasis and there was 
also an emphysematous bleb measuring 1x4x1 cm. 
therein. 


Left lung: The cut section had the same appear- 
ance as this of the right lung. (Fig. 2) Below the 


Fig 2. Cut surface of left lung of Case 2. Below 
the emphysematous bleb in the apex there is a 
tuberculous cavity. Below the cavity there are 
emphysematous blebs. 


apex there was a large tuberculous cavity measur- 
ing 2x4x1 cms, surrounded by a thick fibrous wall. 
Scattered caseous nodules were noted in the lower 
lobe. Making a longitudinal section on the pos- 
terior part, there appeared in the apex an em- 
physematous bleb measuring 2x1x3 cms. In the 
lower part of the upper lobe there was another 
emphysematous bleb of about the same size. There 
were a few smaller blebs between the two de- 
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scribed. Making a longitudinal section through the 
anterior part, (Fig. 3) the whole surface of the sec- 


Fig 3. Section through the anterior part of the 
left lung of Case 2, presenting emphysema 
throughout the whole surface. 


tion had a sponge-like appearance and there were 
seen small emphysematous blebs of different shapes 
and sizes, varying from a pinhead to a small pea. 


COMMENT 


It is certainly surprising that a careful 
search could not detect any tear of the 
lung in Case No. 1. However, the man died 
at least four and a half days after the tear 
had occurred, so that there was time enough 
for the tear to become closed through some 
fibrous exudate, which became organized. 


The fact that the pneumothorax was not 
accompanied by an effusion makes it most 
likely that the tear occurred from some 
part of the lung which did not contain in- 
tectious material. Considering that on one 
hand the emphysematous blebs were dry 
and did not contain anything but air, on 
the other hand that the weakest spots on 
the surface of the lung were the outside 
walls of the empiysematous blebs, we as- 
sume that the tear occurred in some of the 
emphysematous blebs. 


In regard to Case No. 2, we found com- 
paring the cut surface of the two lungs, 
that the distribution of the purely em- 
physematous blebs of the right side was 
symmetrical with the distribution of the 
blebs and tuberculous cavity of the other 
side. (Figures 1 and 2 show this symmetry 
quite distinctly.) We assume from this 
fact, that the formation of the emphysema- 
tous blebs was primary and that such em- 
physematous bleb became secondarily a-tu- 
berculous cavity on the left side. 


Both individuals were relatively young, 
at least they did not reach the age when 
emphysema is common. The emphysema- 
tous blebs were evenly distributed. The 
lungs showed in both cases less anthracosis 
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than usual in normal cases. A symptom 
regarded by Virchow’ and his view support- 
ed by Orth’ as a proof that emphysema is 
a hereditary condition. (Correctly repro- 
ducing the view of Orth the ability of the 
lung to become emphysematous is heredi- 
tary.) 


In the light of these pathological find- 
ings, we assume that in both of our cases 
emphysema was the primary and rather a 
constitutional condition to which tubercu- 
losis came as a later complication. 


The etiology of chronic vesicular emphy- 
sema is still under discussion. 


Loschke’ believes that the primary cause 
of emphysema is the malformation of the 
spine. 

Tendeloo’ maintains the view that em- 
physema is purely functional in origin. He 
thinks that, in chronic coughers, certain 
parts of the lungs which show the least 
resistance are so often and to such a de- 
gree distended that these parts loose their 
elasticity and the temporary condition of 
overdistension becomes permanent. 


Still others, as for instance, J. Orth, are 
of the opinion that emphysema is a consti- 
tutional disease. He asserts that, although 
it is true that emphysema occurs mostly in 
cases of chronic bronchitis and in persons 
who are using their lungs to a very great 
extent, such as speakers, players of wind 
instruments, glass workers, etc., yet emphy- 
sema occurs only in a certain percentage 
of these individuals. Therefore, the exten- 
sive use of the lungs cannot be the sole 
cause, but merely the exciting factor of the 
disease. 


Orsos’ thinks that the toxic results of in- 
flammation have a part in the development 
of emphysema. 


It is but natural that two cases are not 
sufficient to draw a definite conclusion in 
regard to the etiology of any disease. But, 
if we consider that in the tuberculous indi- 
viduals, more or less all the anatomical and 
functional disturbances are present, which 
are regarded as essential factors in the de- 
velopment of chronic vesicular emphysema, 
and yet the combinatioin of these two dis- 
eases is rather a rarity; furthermore, if we 
take in account the large variety in the 
size of the blebs with the same amount and 
severity of cough, we are inclined to ac- 
cept the view of those authors who believe 
that chronic vesicular emphysema is a con- 
stitutional disease and assume that forced 
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expiration or inspiration is only an excit- 
ing factor in its development. 


II. 

If the combinatioin of chronic vesicular 
emphysema with tuberculosis is a rarity, 
the second form of. emphysema, namely the 
collatteral emphysema, is a common occur- 
rence in every form of chronic pulmonary 
phthisis. - 

The development of this form of emphy- 
sema may be explained as follows: 

In all diseases of the lungs where a con- 
solidation of the lung tissue takes place, 
the consolidated parts loose their elasticity. 
They cannot distend to such a degree dur- 
ing inspiration as the adjoining normal 
parts do, due to the contraction of the in- 
spiratory musculature. These consolidated 
areas constitute, so to speak, fixed end- 
points to the adjoining elastic lung tissue, 
which, therefore, has to become overdis- 
tended. If this overdistension lasts for a 
given length of time, it becomes irreparable 
and a circumscribed vesicular emphysema 
develops. 

McCallum’ states: “When, through tuber- 
culosis, a large portion of the lung is ren- 
dered solid, so that it cannot expand with 
the thorax, the whole inspiratory effort is 
expent upon the remaining open lung tissue, 
which thus becomes overdistended.” 

According to Orth: “Due to the fact, that 
in case of partial atelectasy, the lung has 
to extend to the same degree as previous 
to it, the adjoining normal parts placed un- 
der a higher relative pressure have to be- 
come overdistended and a collateral swell- 
ing of the lungs develops. This is not yet 
an emphysema, but it can develop into it, 
if the atelectasy is of long standing. As this 
is the case in chronic pulmonary phthisis.” 

We found, like other investigators in our 
series of necropsies, the collateral emphy- 
sematous parts scattered throughout the 
whole lung. However, the emphysematous 
parts were most often along the margin, 
where the conditions of inspiratory and ex-: 
piratory pressure are, according to Tende- 
loo, the most favorable for the development 
of an emphysema. 

The occurrence of collateral and marginal 
emphysema in the course. of chronic pul- 
monary tuberculosis is a long known patho- 
logical fact. We think, however, that gen- 
erally very little clinical significance is at- 
tached torit. In our humble opinion, mar- 
ginal emphysema has its clinical import- 
ance, inasmuch as it has a definite bearing 
on the occurrence of spontaneous pneumo- 
— in the course of pulmonary tubercu- 
osis. 
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Spontaneous pneumothorax occurs (apart 
from a few cases reported in the literature’ 
where no explanation or underlying path- 
ology could be found) during a forced re- 
spiratory effort like coughing, laughing, 


lifting a heavy weight, etc., mostly in a tu-- 


berculous or emphysematous lung. During 
a forced expiration the marginal parts of 
the lung are forced inward to the alveoli. 
It is but natural that emphysematous parts 
lacking in elastic fibers are less resistant 
to every force, than the normal lung tissue. 
Therefore, a rupture of the lung tissue will 
be more easily produced in an emphysema- 
tous bleb than in the other parts of the 
lung, even tubercles or tuberculous cavita- 
tions, which are protected to an extent by 
the thickened pleura. The emphysematous 
bleb being small, in its usual form the size 
of a pinhead or even smaller, and close to 
the tuberculous lesion, it can be easily 
overlooked. 

The potential danger of a pneumothorax 
is markedly aggravated by every surgical 
interference in the treatment of pulmonary 
tuberculosis. Every puncture of the pleural 
cavity bears in itself the possibility of pro- 
ducing a closed pneumothorax. We think 
that the marginal emphysematous blebs are 
to a certain extent responsible for this com- 
plication. If the operator happens to punc- 
ture the normal parts of the lung, this 
puncture wound will be closed due to the 
elasticity of the normal lung, just as when 
we aspirate from a vaccine bottle covered 
with a rubber cap, the hole caused by our 
needle will be closed after its withdrawal. 
But, if we happen to puncture a marginal 
emphysematous bleb, where the lung tissue 
is lacking in elasticity, the hole caused by 
our puncture will remain patent and we 
open through it the way for the air from 
the alveoli into the pleural cavity. 

We assume that these marginal emphy- 
sematous blebs are responsible on many 
occasions for the higher percentual inci- 
dence of spontaneous pneumothorax in the 
course of artificial pneumothorax than in 
the untreated cases; also in instances where 
we can safely state that the lung tissue 
was not injured by the operator. I. D. 
Bronfin’ reported a series of interesting 
cases of this sort. 

On opening the pleural cavity we find 
the emphysematous blebs bulging outward 
from the surface of the lung. This bulg- 
ing is, according to J. Orth, due to the 
unequal retraction of the lung surface. The 
normal parts will retract due to their elas- 
ticity to a greater extent than the blebs 
lacking in elasticity. 

It is generally accepted that, under nor- 
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mal conditions in vivo, the lung is adjacent 
to the chest wall. In case of a pneumo- 
thorax, however, when the air in the pleural 
cavity keeps the lung under constant pres- 
sure, the difference in the elasticity of the 
emphysematous parts, how small they may 
be, must become apparent, as it can be ob- 
served on the large ones at post-mortem 
examinations. 

We assume that, in the course of pneu- 
mothorax, the normal elastic lung tissue 
will show a certain resistance toward the 
pressure of the air, while the emphysema- 
tous parts will easier give way to it and 
they will be forced into the alveoli. Thus 
they will become more distended. This dis- 
tension alone may result in a rupture. Or, 
as it happens in the bulk of these cases, 
during a forced expiration, as in coughing 
spells,when the expirating pressure increas- 
es, due to the closed glottis, to an enormous 
degree, this already distended part will 
more easily rupture. 

W. S. Duboff" assumed, in his study 
about tuberculous empyema, counting under 
this headline also the effusions occurring 
in the course of spontaneous pneumothorax, 
that empyema develops after a rupture of 
the lung wall. If this assumption is cor- 
rect, then the collateral emphysematous 
blebs have to be made responsible to a cer- 
tain degree also for the occurrence of em- 
pyema. 

It is obvious that the collateral emphy- 
sematous areas will increase in size and 
number with the duration and progression 
of the tuberculous process. In other words 
the older the tuberculous lesion, the more 
numerous the areas involved in it, the less 
resistant will be the lung surface toward 
any force. We have to expect, therefore, 
that the more advanced and of longer dura- 
tion the cases are, in which we have to re- 
sort to an artificial pneumothorax, the 
greater will be the incidence of spontaneous 
pneumothorax and effusion in the course 
of our treatment. This explains, we as- 
sume, why we do encounter in the series 
of our artificial pneumothorax cases, a 
higher percentage of spontaneous pneumo- 
thorax and effusion, than reported from 
other institutions dealing with less ad- 
vanced cases. 

Drawing a practical conclusion from our 
experience we would like to point out that 
by delaying to resort in a suitable case, to 
artificial pneumothorax therapy, we _ in- 
crease also the possibility of spontaneous 
pneumothorax and effusion, the undesirable 
complications of our therapeutical efforts. 

The pathological causes of a closed pneu- 
mothorax are many fold. It can be caused 
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by the rupture of a caseous tubercle, tu- 
berculous cavity, tearing of pleural adhe- 
sions and emphysematous blebs. We as- 
sume that a conclusion can be drawn in 
regard to its origin by analyzing the clin- 
ical complications. The clinical complica- 
tions of a closed pneumothorax may be a 
serous, purulent, sanguinolent or hemor- 
ragic eftusion. Inasmuch as the emphy- 
sematous bleb is mostly steril, we assume 
that its rupture will be accompanied by 
no complication of a serous exudate. The 
caseous tubercle and tuberculous cavity al- 
ways contain infectious material; their rup- 
ture will be accompanied, therefore, by a 
purulent exudate.. The tearing of pleural 
adhesions including a part of the lung will 
be accompanied by a hematopneumothorax. 


Il. 


The third form of emphysema occurring 
in the course of chronic pulmonary tubercu- 
losis is the interstitial emphysema. There 
the air finds its way through a rupture of 
an alveolus into the interalveolar septa. In 
one of my cases I found an emphysema of 
the anterior mediastinum caused by this 
torm. Schwenkenbacher", Wentzler’ and 
others have reported cases of interstitial 
emphysema in the course of epidemic in- 
tiuenza in which the air reached the sub- 
cutaneous tissue of the neck and chest. 


IV. 

Inasmuch as our autopsy material repre- 
sents only cases of far advanced bilateral 
pulmonary tuberculosis, I have had no op- 
portunity to include in this study the most 
common form of emphysema in unilateral 
lung tuberculosis, namely, the so called com- 
pensatory emphysema. But the simple con- 
sideration that emphysema is a destructive 
process and it lessens the breathing sur- 
tace, makes it ditticult to conceive that the 
healthy lung would take over, through an 
emphysema, the burdens of the diseased, as 
is the general conception of the genesis of 
this form. 

Finally I want to thank Dr. H. Gauss for 
his kind help in conducting and preparing 
this study. 

SUMMARY 

1. Two cases of chronic vesicular em- 
physema are reported in rather young in- 
dividuals with unusually large emphysema- 
tous blebs and complicated with tubercu- 
losis. 

2. It is assumed that emphysema is 
rather a constitutional disease and the re- 
spiratory factors are more an exciting cause 
in its development. 

8. Collateral vesicular emphysema ag- 
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gravates in chronic pulmonary tuberculosis 
the dangers of a lung rupture and plays a 
great part in the occurrence of spontaneous 
pneumothorax per se, or in the course of 
artificial pneumothorax therapy. 


4. The pathological cause of a spon- 
taneous pneumothorax may be determined 
to a certain degree by the analysis of its 
complications. 
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of Tuberculosis 


CLINICAL NOTES ON A RARE TUMOR 
PROBABLY HYPERNEPHROMA 


W. L. BROWN, M. D., and C. P. BROWN, M. D. 
1 Paso, Texas 


(Presented before El Paso County Medical Society, 
January 26, 1925.) 

P. E. Patient: Male, age 52. four or five years ago 
complained of awful bloating; also had spots on 
hands, legs, and back of head which would go to 
sleep; spot also on back of thigh; this has just 
started again, but no more trouble with head lately, 
just thigh and fingers; makes him sick at stomach 
to drive in car or ride on street car; no disturbance 
with digestion; does not eat much; for about ten 
days or two weeks has been belching; never before; 
175 pounds normal weight; went to 194 last sum- 
mer; first noticed then that he didn’t look well, face 
was bloated; never weighed this before; has 
terrible headaches; first headache in September, at 
four or five o’clock ia the morning, lasted until noon 
once, and another time until four in afternoon; had 
four teeth taken out last week; doesn’t have nausea 
with headache, except that he took aspirin and 
threw that up; does not have night sweats; perspires 
on head, actually drips; under throat also. 


P. E. In the upper left quadrant of abdomen there 
is a tumor six inches in diameter, hard and nodular, 
and can not make out any attachment to the live; 
moderate excursion on respiration; definite line of 
tympany between tumor and liver; Wassermann 
negative; a secondary mass can be felt below main 
one, which from the shape and feel suggests a kid- 
ney; the main mass extends well downward toward 
the back of abdomen, but does not originate from 
the kidney space; he never had yellow jaundice, 
typhoid fever; never lived in the tropics; never even 
been down in tropics; x-ray shows heart and lungs 
both all right. Mother died of heart trouble, father 
of apoplexy. X-RAY. 1-7-25. G. I. Tract: The 
stomach is negative for filling defects; stomach 
is pushed forward and to the right by tumor 
mass in_ upper left quadrant, stomach emp- 
tied rapidly; on 24 hour examination the splenic 


148 


flexure was pushed downward and forward; tumor 
mass is apparently posterior to stomach and splenic 
flexure; flat chest, negative for definite pathology. 
(CHM). X-RAY. 1-7-25. Dentals Alveolar ab- 
scess first bicuspid upper left; apical absorption 
upper left lateral; absorption root socket both up- 
per centrals; alveolar abscess upper right cuspid, 
first molar lower left; general alveolar absorption; 
there is a small piece of metal against bone in lower 
left third molar area, probably old filling. G. U. 
Tract: The left kidney shadow appears pushed 
down to the upper border of the sacrum; the right 
kindney shadow appears normal. 

BLOOD. Wasserman test negative; white count 
12,000; Polys. 74%. 

BLOOD PRESSURE. Systolic 190, diastolic 
110; Dr. Stark says he has some retinal hemorrhage, 
probably due to blood pressure. 

URINE. Negative. 


DISCUSSION 


Strictly confined to the left upper quad- 
rant; the tumor reaches slightly below the 
umbilicus; the origin of the tumor is prob- 
ably retroperitoneal as indicated by the fact 
that it displaces the stomach to the right 
and forward, displaces the splenic flexure 
of the colon downward and forward, dis- 
places the kidney downward until the upper 
pole is an inch below the last rib; it is prob- 
ably not a tumor of the stomach because he 
has had no gastric symptoms except gas, 
and there is no filling defect; it is not a 
tumor of the left lobe of the liver because 
this would be in front of the stomach and 
would not displace it laterally, and would be 
in front of the transverse colon and splenic 
flexure instead of displacing them down- 
ward; it is probably not a tumor of the pan- 
creas because these tumors are usually in 
the mid-line; it is only cysts that reach 
such size, and this is a hard, lobulated tu- 
mor; a malignant tumor of the pancreas to 
have reached this size would long since 
have caused jaundice and metastasized to 
the stomach and its surrounding organs; in 
addition he would probably have had sugar 
in his urine, and the tumor would be fixed; 
also he would have had more pain and the 
tumor would have increased in size more 
rapidly; it is probably not a tumor of the 
splecn because this should have come out in 
front of the stomach and transverse colon; 
the splenic enlargement usually makes its 
appearance at the level of the umbilicus in- 
stead of high up in the epigastrium; it 
usually has a sharp edge and a notch; near- 
ly all conditions causing enlargement of the 
spleen leave it smooth and uniformly en- 
larged; malignant tumors of the spleen are 
rare, and this is probably not a malignant 
tumor because of the slowness of its prog- 
ress; there are no blood changes to indi- 
cate other diseases of the spleen; as to the 
kidney, the tumor has made its appearance 
in the abdominal cavity too high up; the 
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kidney usually presenting from the flank; 
it feels like a large polycystic kidney, but 
if so, it only involves the upper pole, which 
is not to be expected, as polycystic kidney 
is almost always bilateral, and we cannot 
make out any enlargement of the right kid- 
ney; the tumor is also harder than the 
usual polycystic kidney; it is not hydrone- 
phrosis, as he has had no kidney symp- 
toms, no attacks of pain, and no int2rmit- 
tent passages of large quantities of urine; 
hypernephroma would have to be seriously 
considered as the tumor is hard and slow- 
growing, which a hypernephrox.a might be; 
also retro-peritoneal enlargement and dis- 
placing the stomach to the right and for- 
ward, and the colon and the splenic flexure 
downward and forward; however, he has 
had no kidney symptoms, and has passed no 
blood; the tumor has appzared high up in- 
stead of at the flank, and he has had no 
pain, which he likely would have had with 
hypernephroma before it had attained this 
size; in addition, as against any tumor of 
the kidney, the left kidney is definitely 
shown in the x-ray to be practically normal 
in size and displaced downward; it could 
not be a tumor of the omentum as this 
would be in front of the stomach, in front 
of the colon, and would not displace either 
the stomach or the kidney; a tumor growth 
in the lesser peritoneal cavity would dis- 
place the stomach forward and possibly to 
the right, but it would remain more in the 
median line, would not displace the left kid- 
ney and would originate from the peri- 
toneum or lymph glands; an enlargement 
of this size with either origin, would prob- 
ably be malignant and would have involved 
the stomach and surrounding organs long 
since; a post-peritoneal tumor originating 
above and in front of the kidney, consist- 
ing of fat and fibrous tissue, could attain 
this size, would cause this displacement of 
the stomach and splenic flexure, might dis- 
place the kidney, would be lobulated and 
hard, and might or might not be malignant; 
in this particular case we would not expect 
it to be malignant as this tumor was dis- 
covered by accident last June, seven months 
ago, and has not perceptibly increased in 
size; relative to the question of this tumor 
being malignant, regardless of the origin, 
there are two outstanding symptoms against 
it, slow growth and absence of pain. 


OPERATION 


Left rectus incision six inches long, be- 
ginning at the xiphoid cartilage; one inch 
above umbilicus incision was turned off to 
left towards the flank; left kidney displaced 
as shown in x-ray; upper pole is in direct 
contact with tumor; is not attached; right 
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kidney quite normal in size and location; 
right lobe of liver is normal size, even with 
costal margin and normal consistency; left 
lobe of the liver crowded to the right; the 
entire liver only reaches to the mid-line; 
the upper surface of tumor in direct con- 
tact with diaphragm; the upper surface of 
tumor semi-fluctuating; the spleen normal 
size and crowded up against costodiaphrag- 
‘matic angle and long axis turned anterior 
posterior; tumor is definitely retro-peri- 
toneal; tumor practically roynd; tumor 
larger than child’s head; tumor surface 
covered with very large blood vessels re- 
sembling sarcomatous tumor; it was shelled 
out of capsule, which left considerable 
venous bleeding. After the abdomen was 
well opened the tumor could be seen back 
of the mesentery of the colon and of the 
gastro-colonic omentum covered with very 
large tortuous blood vessels; the splenic 
flexure was drawn to right and an incision 
was made in the outer layer of the meso- 
colon in the direction of the circulation; 
this opening was extended onto the lateral 
abdorinal wall and the tumor was enucleat- 
ed; while there was oozing everywhere, 
there was only serious bleeding at one 
point; there was one point on the inner 
posterior aspect of the tumor where in loos- 
ening it. we tore a piece out of the wall of 
tumor three-fourth inch in diameter, and 
this pedicle contained a large blood vessel 
which was ligated; the wound was closed 
in layers with through and through silk- 
worm gut; the tumor was retro-peritoneal. 
Between 1400 and 1500 cc saline given on 
table. 
FURTHER DISCUSSION 

The tumor was found to correspond ex- 
actly in outline as indicated by x-ray; the 
fact that it was necessary for the tumor 
to be retro-peritoneal to cause these dis- 
placements was demonstrated; it was in ex- 
act location that clinical examination and 
x-ray indicated it should be; the only dif- 
ference was the character of the tumor; 
clinically ‘t looks to be sarcoma; exactly 
what a sarcoma in this location could orig- 
inate from was not demonstrated at opera- 
tion; an enlarged gland, which looked most 
like a pedicle, was in the thing, so that it 
may have originated from a lymph gland. 

Report by Dr. W. W. Waite:— 

Probably primary hypernephroma of the 
left adrenal. However, the tumor requires 
further study before a final decision is 
made. 


GOUT IN THE EXTERNAL AUDITORY 
CANAL—CASE REPORT 


HARLEY YANDELL, M. D., Phoenix, Ariz. 
Patient is a male, age 65, a “high liver” but thin, 
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muscular and of nervous temperament. A patient 
in the Phoenix Sanatarium. For the past seven 
years has noticed a full feeling and, at times, a pain in 
the left ear. There is no deafness. On the floor of the 
canal, extending all the way back to the bony por- 
tion, there was a hard, gritty. plate-like substance 
which gav2 a peculiar sense to the touch of the 
probe. The feeling differed from that of dead bone, 
being more like sand-stone. This material, forming 
a mould of the canal floor, was removed piece by 
piece and submitted to the Pathological Laboratory, 
Phoenix, who reported the deposits to contain the 
characteristic needles of biurate of soda, similar to 
those found in the tophi of gouty joints. 

The cartilaginous portion of the canal floor was 
replaced in toto by the gout deposits. The area be- 
neath the plate-like deposit was found to be pus- 
tular; this was cleansed and antisepticised by cre- 
sotin and iodoform packs, which thus far has re- 
lieved this condition of seven years standing. 


A CASE OF SERIOUS BRAIN INJURY 
WITH A DISCUSSION OF CLINICAL 
ASPECTS AND POSTMORTEM 
FINDINGS 


W L. Brown, M. D., and C. P. Brown, M. D., 
El Paso, Texas 

Patient, female, white, age 52, injured 1:30 p. m., 
Feb. 14, 1925, by being struck with an automobile 
which threw her to the pavement, striking on the 
right side of the head three inches above and 
back of the ear. She was profoundly unconscious 
when picked up, with pulse 46 and irregular, left 
pupil widely dilated, right normal; neither reacted 
to light; pulse somewhat irregular during after- 
noon, and at 5 p. m. both pupils were widely di- 
lated and inactive; stertorous breathing; no par- 
alysis of limbs, and no strabismus; no bleeding 
from nose, ears, or mouth, and no sub-conjunctival 
hemorrhage; however, she had some spasticity of 
both arms and legs. somewhat more marked in 
right arm. at this time she was considered to 
have serious brain injury with no indications for 
operative interference; seven hours after injury 
the spasticity was still more marked in the right 
arm; the left pupil remained dilated and inactive; 
she was having involuntary urination, with pulse 
65; temperature 101% axillary; eighteen hours 
following injury her systolic blood pressure was 
80, spinal pressure 10 mm of mercury, still hav- 
ing involuntary urination, still profoundly uncon- 
scious, left pupil remaining dilated, and spasticity 
more marked in limbs, but particularly in right 
side. 


DISCUSSION 

This patient had every evidence of most pro- 
found brain injury. diffuse in character from the 
time she ‘was picked up; there were focalizing 
symptoms, irritative in nature, not paralytic; while 
she was struck on the right side’ of head towards 
the back, and had a definite contusion of the scalp 
at that point, the inactive dilatation of the left 
pupil and the spasticity more marked on the right 
side of her body both indicated the lesion to be 
on the left side of the brain; the spasticity indi. 
cated cortical irritation and the widespread na 
ture indicated an extens‘ve cortical lesion, prob- 
ably subdural hemorrhage, not sufficient to cause 
pressure paralysis; dilatation cf the left pupil in- 
dicated a lesion on the same side of the brain 
towards the base, involving fibers of the third 
nerve which furnishes motor branches to the iris; 
in other words these symptoms indicated a contre- 
coup lesion, diffuse in nature; immediate and pro- 
found coma, stertorous breathing, low systolic 


blood presSure, immediate development of tempera- 
ture, immediate development of diffuse spasticity 
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like meningitis, with blood stained spinal fluid, 
with but slightly increased pressure, were all of 
bad prognostic import and contraindicated, even 
from the beginning, a decompression operation. 
The autopsy findings checked out exactly as they 
should have done with the above clinical picture; 
that is, there was a diffuse, thin layer of blood un- 
der the dura over the whole left side of the brain; 
this accounted for the extreme spasticity on the 
right side of the body; there was very moderate 
contusion immediately under the site of injury on 
the right side over the cortex, accounting for 
some spasticity on the left side of the body; there 
was much laceration of the brain substance at 
base of temporal lobe, involving the fibers of the 
third. accounting for the dilated left pupil; the 
autopsy indicated nothing would have been ac- 
complished by operation as there was nothing focal 
that could have been relieved, and there was no 
indication for decompression, as there was no in- 
creased intracranial pressure of consequence; 
early decompress‘on in many injuries of the brain, 
even in the absence of focal symptoms, but where 
there is greatly increased intracranial pressure, as 
shown by the spinal manometer and an increased 
systolic blood pressure, will often prevent death 
from edema of the medulla, which develops in a 
few hours following the injury and may increase 
the intracranial pressure beyond safety to life. 


CASE REPORT OF GANGRENE OF BOTH 
LEGS DUE TO EMBOLISM 
DR. G. WERLEY, M. D. El Paso, Texas. 


Mr. L. B., age 48, eacher, one child age 20, four 
brothers and two sisters, all living and well. 

P. H.: Usual diseases of childhood, no sequellae. 
At 14 had inflammatory rheumatism and has had 
it several times since, also tosillits, especially the 
past two years. Has always been nervous, some- 
times “hysterical.” Last November, had influenza 
with fever and general pains. Got out in a few 
days but had not been well and was short of breath. 


P. I.: Dee. 7th, while at the telephone she had 
sudden pain in both legs and fell to the floor and 
was unable to rise. Her physician saw her and sus- 
pected that she was again “hysterical.” Anti- 
rheumatic treatment was given. Dr. Pickett saw her 
Dec. 12th. At that time the right leg had practically 
recovered but was still painful. The left was very 
painful; the foot was pale and the leg mottled. Dr. 
Pickett diagnosed embolism and gave a bad prog- 
nosis. I saw her Dec. 14th. She was still in great 
pain. The sole of the foot was gangrenous. The 
foot and part of the leg were insensitive, but the 
upper third of the leg and thigh were very sensi- 
tive to touch. Morphine was constantly necessary. 
I found the heart much dilated with a loud mid- 
diastolic rumble, the rythm absolutely irregular, 
and a pulse rate of 150 and over. The fever ran 
from 99 to 102. The leg became gangrenous in the 
lower two-thirds. Under digitalis, the pu'se slowed 
to 80. Blood pressure 120/80. 


On Dec. 21st, the leg was amputated at the lower 
third of the thigh by Drs. Pickett and Crouse under 
spinal anesthesia. Patient went to sleep and felt 
nothing. No shock. Pulse rate did not rise. Made 
good progress for the next two weeks, with pulse 
and temperature about the same. Then while talk- 
ing to her brother she said: “I feel as though 
as though something terrible is going to happen.” 
Almost immediately the right leg became paralyzed 
and very painful. It went through the same 
changes as the other leg and became gangrenous to 
the knee. The temperature gradually rose to 103 
and 104, axillary, and the pulse went to 150 and 
160. Under very large doses of digitalis, the pulse 
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came down again to 90 There were rales and dull- 
ness at the bases of both lungs. Jan. 13th, she 
vomited a few times but her condition seemed un- 
changed. During the night she failed rapidly and 
died at 3 a. m., Jan. 14th. 


Clinical Diagnosis: Mitral stenosis; auricular 
fibrillation; moderate ventricular hypertrophy; ul- 
cerative endocarditis (?); hypostatic pneumonia; 
embolism in both legs. 


What about her hysteria? As is only too often™ 
the case her nervous symptoms had a grave organic 
cause. 


In auricular fibrillation embolism is quite com- 
mon. > 


Post Mortem Findings (Dr. W. W. Waite: On 
opening the chest there was no excess of fluid. 
Lungs were dark red in color, markedly congested, 
and in the pulmonary arteries there were large cr- 
ganized blood clots Grossly, it was impossible to 
tell whether the change in the lungs was due tw in- 
farct or whether some pneumonia was present. 


The heart was considerably enlarged and all the 
chambers were filled with an organized blood clot 
that occupied nearly all the space. This clot ex- 
tended into the pulmonary arteries and into the 
aorta. It was impossible to tell where this throm- 
bus originated from. At the bifurcation of the 
aorta there was a riding thrombus which did not 
seem to be attached, and both iliacs were almost 
completely obliterated by thrombi. 


Spleen was about twice normal in size and show- 
ed an infarcted area. 


Kidneys were somewhat larger than normal, cap- 
sules stripped with difficulty, leaving a nodular 
roughened surface. There were also numerous de- 
pressions apparently the results of healed infarcts. 


Liver was somewhat swollen, cut surface showed 
a decidedly nutmeg appearance. Gall bladder was 
contracted and was filled with stones. 


On further examination of the heart, the cusps 
of the mitral valve were grown together, leaving 
ony a small opening. The cusps of the aortic valve 
were slightly thickened but presented no ulcera- 
tions. The clot in the aorta extended into one of 
the coronaries, possibly both of them. Of all the 
thrombi, the one in the left ventricle Was densest 
and seemed to be the oldest. The aorta as a whole 
was in very good condition, there being only a very 
few delicate sclerotic patches with no calcification. 
The intima of the ascending aorta was possibly 
slightly thickened. 


Autopsy Diagnosis: Chronic endocarditis with 
mitral stenosis. Thrombi invo ving all of the cham- 
bers of the heart. Embolus at the bifurcation of 
the aorta. Thrombi of both common and external 
iliacs including the right iliac vein. Cholelithiasis 
and chronic passive congestion of the liver and 
chronic nephritis. 


No doubt the operative removal of the riding 
thrombus at the bifurcation of the aorta would have 
relived the situation, had it been possible to make 
this diagnosis sufficiently early. 


DR. E. A. GATTERDAM, of the Veterans’ Bu- 
reau Hospital, Fort Whipple, Ariz., has been visit- 
ing friends in Phoenix, after rcturning from sev- 
eral months spent in postgraduate work in the 
East. Included in this study was two months at the 
General Hospital, Cincinnati, under Dr. Kennon 
Dunham, reviewing the pathology of tuberculosis 


and the radiographic interpretation of chest lesions. 
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BISBEE—THE COPPER QUEEN CITY 


Bisbee is one of the most remarkable 
cities in the entire west, and doctors in 
Arizona who have not visited it and be- 
come acqua‘nted with its interesting his- 
tory and industry should not lose the pres- 
ent opportunity. 


Like several other cities in Arizona, it is 
founded entirely on copper mining, and is 
the “Queen City” in very fact from the 
standpoint of that industry. With some of 
the most famous mines in the world honey- 
combing the earth beneath and the moun- 
tains around it, it presents on the surface a 
rodern city, with excellent hotels, high- 
class hospitals, beautiful stores, magnifi- 


Copper Queen Hotel—Headquarters for the As- 
sociation. 


cent schools, good street car system, and 
every convenience of the metropolis which 
it justly claims to be—the third city in pop- 
ulation in the state. The mines of Bisbee 
are reported to have more than 300 miles 
of underground railway, and some of them 
go down into the earth more than 3000 feet. 
The members of the Association and vis- 
itors who desire to explore the underground 
workings will have that privilege, in charge 
of competent guides. 

The Phelps Dodge Hospital in Bisbee and 
the Calumet & Arizona Hospital in Warren 
will be eye-openers to those doctors who 
have never yet visited them; they illustrate 
well the lengths to which modern industry 
goes in caring for injured employees. 

The Copper Queen Hotel (see figure) is 


one of the farrous hotels of the state. Built 


into a hillside overlooking the center of the 
“ty. it furnisies delightful accommoda- 
tions for its guests, with a dining room 
service equal to that found anywhere. Res- 
-rvations should be made in advance by 
those expecting to attend, as this hotel is 
usually crowded. 

When approaching Bisbee by auto, the 
view from the summit of Tombstone Canon 
r-minds one irresistibly of some of the 
e‘ties in the Alps of Switz-rland, with the 
surrounding mountains and the closely built 
city a thousand feet or more below in the 
canon-like valley. 

In the lower portion of the city there has 


| been going on for several years, a gigantic 


undertaking; this is the removal of Sacra- 
mento Hill, a veritable mountain of ore, 
which is being taken out by steam shovels. 
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Several years ago the earth in this hill was 
loosened by a massive blast containing 
100,000 pounds of giant powder. This deli- 
cate operation of blowing up a mountain lo- 
cated in the middle of a city of 15,000 peo- 
ple without injuring people or property was 
accomplished without mishap, and _ since 
then a large portion of the hill has been 
taken away and. converted into copper (see 
illustration). The copper ores of the Bis- 
* bee district have been, for the most part, 
high grade smelting ores, handled without 
the necessity for concentrating. When it 
was decided to use the ore in Sacramento 
Hill. a concentrator became necessary and 
this has been constructed within the last 
few years. A visit to this concentrator is 
well worth a visit to Bisbee, and this cour- 
tesy will be available to the members and 
guests of the Association. An aeroplane 
view of the concentrator is shown in the 
accompanying figure. 

The City of Douglas is 25 miles from 
Bisbee, connected by a fine paved highway. 
The Mexican city of Agua Prieta, in whose 
Social Club the smoker will be held on 
Thursday evening, is a suburb of Douglas. 
and the chief support of this community 
is furnished by the smelter industry; the 
ores are hauled from Bisbee to Douglas by 
railroad. 

Members who come to Bisbee by auto 
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will pass through the historical town of 
Tombstone, one of the oldest towns of the 
state, famous for its silver mines, now 
flooded with water, and its tales of wild 
days of early Arizona. Tombstone is the 
county seat of Cochise County. 

The illustrations published herewith are 
loaned SOUTHWESTERN MEDICINE by 
the Bisbee Chamber of Commerce; they. 
are new cuts just secured by the Chamber 
and this is their first appearance in print. 
They are to be used in the advertising lit- 
erature of the Bisbee Chamber. The Cham- 
ber of Commerce will take a prominent part 
in the entertainment of the Association, 
handling their registration at the Copper 
Queen Hotel, and furnishing guides and in- 
formation for those who desire to see inter- 
esting features of this modern mining 
metropolis. 


PROGRAM MEDICAL ASSOCIATION 

The program for the Thirty Fourth An- 
nual Meeting of the Arizona State Medical 
Association has been in charge of Dr. 
George H. Fitzgerald of Bisbee, who has 
gathered together a most attractive list of 
papers. The program covers the things in 
which the medical profession in Arizona 
*s most interested, and fills three days. 
The program is not overcrowded but is 
filled with meat. It is here given in full: 


Bisbee, looking north from Queen Hill. 
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THURSDAY, APRIL 16, 1925 


MORNING SESSION 
10:00—Call to order. 
Dr. C. A. THOMAS, Tucson 
President 
Invocation: 
Rev. D. N. Scort, Bisbee. 
Introduction of President-Elect: 
Dr. R. D. KENNEDY, Globe. 
10:10—Address of Welcome: 
A. G. McGrecor, President. Bis- 
bee Chamber of Commerce. 
Response: 
DE. JoHN E. Bacon, Miami 
SCIENTIFIC SESSION 
10:30—Dr. H. A. REEsE, Bisbee. 
“Conservative Obstetrics” 
Discussion: Dr. W. V. WHITMORE, 
«Tucson. 
11:00—Dr. OrvitteE H. Brown, Phoenix 
“Vaccine Therapy” 
Discussion: Dr. R. J. Stroup, Tempe. 
11:30—Dr. J. I. BUTLER, Tucson. 
Discussion: Dr. J. L. MCKNIGHT, 
Tucson. 


AFTERNOON SESSION 


1:00—House of Delegates. 

2:00—Dr. WILLIAM ALLEN PuSEY, Presi- 
dent American Medical Associa- 
tion, Chicago, Ill.: “The Situation 
in the Treatment of Syphilis.” 

2:30—Dr. H. T. Bamtey, Phoenix: “Thyro- 
toxicosis from Infected Tonsils.” 

2:50—Dr. WARNER WATKINS AND C. N. 
Boynton, M. A., Phoenix: “The 
Value of Basal Metabolism De- 
terminations, with Reports on 600 
Tests.” 

Discussion: Dr. P. B. NEwcoms, 

Tucson and Dr. A. E. CRUTHIRDS, 


Bisbee. 
8:30—Dr. R. D. KENNEDY, Globe: “Some 
of the Most Common Deformities 


of the Feet.” 
3: eee EDGAR Brown, Phoenix: “Knee 
oint.” 
Discussion: Dr. E. W. ADAMSON, 
Globe 


“Intra-ocular Hemorrhages.” 
— Dr. JoHN CooK, Doug- 


EVENING SESSION 
7: Club Social, Agua Prieta, 


FRIDAY, APRIL 17, 1925 
MORNING SESSION 


8:30—Council Meeting. 

9:30—Dr. Victor RANDOLPH, Phoenix: 
“Newgrowths in the Chest.” 

- Discussion: Dr. S. H. Watson, 
Tucson. 
SYMPOSIUM ON TUBERCULOSIS 

10:00—Dr. J. L. McKnicut, Tucson: “The 
Diagnosis of Diseases 
Chest from the X-Ray 


Standpoint.” 
10:00—Dr. JoHN W. FLINN, Prescott: 
“Pneumoconiosis and Tts Relation 
to Tuberculosis.” 


4:30—Dr. D. F. Phoenix: 


PROGRAM 


10:40—Dr. R. J. CALLANDER, Tucson: 
“Bronchiectasis, Its Diagnosis and 
Treatment.” 


11:00—Dr. E. W. Pups, Phoenix: “Pyl- 
monary Tuberculosis Complicated 
by Asthma.” 
Discussion: Dr. W. E. McWuirt, 
Prescott; Dr. W. WARNER WAT- 
KINS, Phoenix; Dr. C. W. MILLS, 
Tucson. 


AFTERNOON SESSION 
1:00—House of Delegates. 
2:00—Dr. B. Newcoms, Tucson: 
“Blood Celi Voitume index in Pul- 
monary l'ubercutosis.” 
2:20—Drs. C. E. YouUNT and JoHN D. 
bROOKS, Prescott: “surther Ob- 
servations on Surgery of the Tu- 
bercucous.” 
Discussion: Dr. R. B. DurFss, Bis- 
bee; UR. WILLARD SMITH, Phoenix. 
3:00—Dr. VICTOR M. GORE, ‘Lucson: “/n- 
testinat Obstruction.” 
Discussion: Dr. Wm. O. SWEEK, 
Phoenix. 
3: Feature. 
EVENING SESSION 
1: 30—Annual Banquet and Dance. 
President's Address: Ur. R, D. 
KENNEDY. 
Adaress: DR. WM. A. PUSEY. 


SATURDAY, APRIL 18, 1925 
MORNING SESSION . 
8:30—Council Meeting. 
SYMPUSiUM ON INvUSTRIAL MEDICINE 
9:30—Dr. GEORGE BRIDGE, Bisbee: “Some 
Problems of the Industrial Sur- 


geon. 
9:50—Dr. N. C. BLEDSOE, Bisbee: “Lung 
Conditions Aside from Tubercu- 
losis and Silwosis Found in Min- 


ers.” 
10:10—Dr. WM. B. Watts, Miami: “Frac- 
tures of the Peivis and Back.” 


10: 50—Drs. ‘i. WricHT and Lunp, 
Douglas: “Z'wenty-five Years of 
Fractures.” 

Discussion: Dr. C. A. THOMAS, 

‘tucson; Dr. Rost. FERGusoNn, 

Bisbee; Dr. W. A. HOLT, Giobe; 

Dr. JOHN E. Bacon, Miami. 


AFTERNOON SESSION 
SYMPOSIUM ON UROLOGY 


2:00—Dr. C. A. DUNCAN, El Paso, Texas: 
“Kidney Function Estimation in 
General Practice.” 
2:20—Dr. CHas. S. VIVIAN, Phoenix: 


“Anuria. 
2:40—Dr. W. G. SHULTZ, Tucson: “Medi- 
cal Urology 
Discussion: DR. J. I. BuTLER, 


son; Dr. CARL LUND, Douglas. 
BUSINESS SESSION 
General Assembly of House of Delegates. 
Election of Officers, 


10:30—Dr. C. k. SWACKHAMER, Superior: 
“Industrial Hernia.” 
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childhood. For the past eight years has had re- 
marked by pains in the region of the splenic flex- 
ure and attacks of vomiting with headache. The 
pain would disappear after vomiting. Lungs and 
abdomen negative. Urine showed slight trace of 
albumen and few pus cells. He decided to give her 
a barium meal and make a series of x-ray films of 
the abdomen. The films showed two areas of opacity 
in the region of pelvis and substance of the left 
kidney. An incision through the cortex into the 
pelvis of the left kidney made possible the removal 
of one large and 10 small renal calculi. The patient 
was entirely relieved by the operation. 

Dr. F. T. Wright reported a case accompanied by 
an x-ray film which showed an aneurysm of the 
thoracic aorta. This occurred in a man who had a 
positive Wasserman, a systolic blood pressure of 
240, rusty sputum, a severe edema of the entire 
body. He was given Upsher-Smith digitalis, one 
grain to every 10 pounds of body weight. He was 
given 20 grains in all, with no nausea, in about 48 
hours and after that two or three grains every six 
hours until pulse was below 70. Since then he has 
been given two grains a day. The result is that in 
one week’s time the edema has entirely disappeared 
and he is now able to be up and walk about the 
house. This case illustrates the value of the newer 
method of digitalization. The patient did not re- 


ceive any purgation. 
Carl H. Lund, Secretary. 


EL PASO COUNTY MEDICAL SOCIETY 
ROSWELL (N. M.) NEWS ITEMS 
(February 2, 1925) 

The regular meeting of the El Paso County Medi- 
cal Society was held at the University Club, Feb- 

ruary 2, 1925. 

Dr. W. E. Johnson read a paper, “Intracranial 
Birth Injuries.” (See elsewhere, this issue). The 
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subject was very thoroughly covered with reference 
to causes, diagnosis and suggestions for treatment 
in those cases in which it is indicated. The general 
opinion was that these cases often pass undiagnosed 
if careful examinations have not been made. It was 
also thought that these cases should be studied by 
the surgeons and when indicated operative proced- 
_ should not be postponed until too late for re- 
ief. 

Dr. K. D. Lynch read a paper on “Tuberculosis of 
the Kidney.” Dr. Lynch’s paper presented a very 
exhaustive study of this condition. It was dis- 
cussed by Drs. W. L. Brown, Jamieson, W. W. 
Waite, F. D. Garrett, G. Werley, J. W. Laws and 
O. Egbert. 

Dr. P. R. Casellas reported two cases of trigem- 
inal neuralgia treated very successfully by dia- 
thermy. 

The society went on record as being opposed to 
the passage of any further laws complicating the 
prescription of alcoholic liquors by physicians. 


(February 16, 1925) 

The regular meeting of the El Paso County Medi- 
cal Society was held at the University Club, Feb- 
ruray 16, 1925. 

Dr. E. C. Prentiss read a paper, “Secretin,—Phy- 
siological Action and Therapeudic Indication.” Dis- 
cussed by Drs. Leigh and Waite. 

Dr. F. P. Schuster described the Haflinger directo- 
scope enumerating its advantages over other types 
of instruments of this kind. 

Dr. Morgan, of Chicago, made some general re- 
marks about anesthesia. The latest development in 
the field of anesthesia is the use of carbondioxide 
and oxygen. Dr. Morgan ‘is of the opinion that 
carbondioxide should be used in all cases of anes- 
thesia to keep up a high carbondioxide in the blood 
and to stimulate the respiratory center. 

Dr. Lucian E. Smith, a medical missionary to 
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{ 
| 
| 
| 
: 


APRIL, 1925 


OW’S MILK contains a much higher 
percentage of casein than mother’s 
milk because nature intended it for 

the powerful digestive ability of the calf. 


On the other hand, mother’s milk con- 
tains a lesser percentage of casein and a 
much higher percentage of lacto-albuminoid 
—nature’s protective colloid which enables 
the delicate infant organisms to easily di- 
gest and assimilate all the nourishment. 


When cow’s milk is fed to the infant, 
modification is necessary to make it more 
nearly correspond to mother’s milk. 


First among the available colloids is pure, 
plain gelatine. (Zsigmondy, Z. Anal. Chem. 
40, 1901). When 1% of Knox Sparkling 
Gelatine, completely dissolved, is added to 
the prescribed milk formula, the curdling 
of the casein by the enzyme acids of the 
gastric juice is prevented, and the nourish- 
ment obtainable from the milk is increased 
by about 23%. It is just like putting moth- 
er’s milk in the nursing bottle. 


Here is the most approved method of modi- 
fying baby’s milk with gelatine: 


Soak for ten minutes one level tablespoon- 
ful of Knox Sparkling Gelatine in % cup 
of cold milk taken from the baby’s form- 
ula; cover while soaking; then place the 
cup in boiling water stirring until gelatine 
is fully dissolved; add this dissolved gela- 
tine to the regular formula. 


For children and adults follow the same 
method in the proportion of 14 teaspoonful 
of gelatine to a glass of milk. Because of 
its purity, it is essential to specify Knox 
Sparkling Gelatine. 


A package of Knox Sparkling Gelatine, 
together with the physician’s reference 
book of nutritional diets will be sent free, 
upon request, if you will address the 
Charles B. Knox Geldtine Laboratories, 438 
Knox Ave., Johnstown, N. Y. 
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Africa, was a guest of the society. Dr. Smith has 
been in Africa seven years, as a missionary. He 
made avery interesting talk about the customs, con-~ 
ditions and his experience as a medical missionary. 
Dr. Smith illustrated his talk with a series of lan- 
tern slides showing a number of cases before and 
after operation. 


(February 23, 1925) 

The regular meeting of the El Paso County Medi- 
cal Society was held at the University Club, Feb- 
ruary 23, 1925. This meeting was devoted entirely 
to clinical cases and case reports. 

Dr. James Vance reported a case of osteitis in the 
left tibia of a young girl eighteen years of age, a 
ease of strangulated inguinal hernia occurring in a 
woman eighty-four years of age, and another case 
strangulated femoral hernia in a woman sixty-four 
years of age. 

Dr. W. L. Brown and Dr. C. P. Brown reported a 
case of fracture of the skull as a result of an auto- 
mobile accident. Dr. Brown brought out very thor- 
oughly points that contraindicated operation in this 
case. The patient died thirty-six hours later, with- 
out regaining consciousnes. Postmortem examina- 
tion confirmed Dr. Brown’s opinion in this case. 

Dr. E. J. Cummins reported four cases of septi- 
cemia treated with mercurochrome and gentian vio- 
let. Dr. Cummins does not report favorable results 
from this method of treatment. 

Dr. P. R. Casellas showed very interesting series 
of slides of conditions diagnosed by x-ray pictures. 
These included diverticulum of the stomach, stones 
in the kidney and ureter, hydronephrosis, hyperne- 
phroma, encapsulated empyema, fracture of the 
femur in a six months old baby, Brodies abscess, 
arteriosclerosis of the vertebral artery and recur- 
rent carcinoma of the lungs following carcinoma of 
the breast which was removed five years previous. 

Dr. G. Werley reported four cases of rheumatism 


following influenza. 
H. H. Varner, Secretary. 


PERSONALS AND NEWS 


DR. J. N. GHORMLEY, formerly of Wagon 
Mound, N. M., has moved to Cisco. Texas. 

DR. A. A. MecDANIEL, formerly of Lovington, 
N. M., has moved to Reserve, N. M. 

DR. L. R. BOOTH, formerly of Grants, N. M., has 
moved to Hagan, N. M. 

DR. A. MATSCHKE is now located at Jerome as 
one of the assistants to Dr. R. H. Thigpen of the 
United Verde Hospital 

DR. S. I. BLOOMHARDT, formerly of Phila- 
delphia, Pa., has located in Phoenix, with offices in 
the Goodrich Building. Dr. Bloomhardt is a gradu- 
ate of the University of Pennsylvania, class of 1916, 
and has taken several years of post-graduate train- 
ing in Philadelnhia hospitals. 

DR. JOHN WIX THOMAS, of Phoenix, who was 
seriously ill with pneumonia and sequellae, for 
several weeks, has finally recovered sufficiently to 
resume his practice. During his illness his patients 
were in charge of Dr. A. A. Shelley. 


GRANT COUNTY (N. M.) MEDICAL 
SOCIETY 


The regular meeting of the Grant County Medical 
Society was held at the Officers’ Club, Fort Bayard, 
N. M., on February 27th, with Dr. E. S. Bullock 
presiding and fifteen members present. 

The paper of the evening was read by Dr. Maxim 
Pollak, of Fort Bayard, on “Emphysema — Tu- 
berculosis.” The paper was partly nm post- 
mortems observed by Dr. Pollak while at ‘the Tu- 
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berculosis Hospital in Denver, Colo. The discus- 
sion was very interesting and brought out several 
points which were new to the majority of the doctors 
present. (Note: This paper is published else- 
where in this issue of SOUTHWESTERN MEDICINE.— 


ion ae paper was discussed by Drs. E. S. Bullock, 
. G. Carhart and Bayard Sullivan. 

aaa was made that Dr. O. J. Westlake, of Silver 
City, a member of the Grant County Society, and 
formerly Health Officer of Grant county, is seriously 
~ ill at his home in Silver City with tumor of the 
brain, and with no hopes for his recovery. He has 
been ill more than a year and visited Johns Hopkins 
Hospital last spring, where a portion of the tumor 
was removed. However, the surgeons there told 
him it would recur and eventually be fatal. The 
Grant County Society expressed their deep regret 
at the serious illness of Dr. Westlake. 

BAYARD SULLIVAN, Secretary. 


ROSWELL, N. M. NEWS 

DR. W. T. JOYNER, is in Los Angeles for a few 
days, having taken a patient there for prolonged 
sanitarium rest. 

DR. O. R. HAYMAKER, has been quite sick for 
several days with pneumonia but is reported some- 
what improved. 

It seems dificult for the Chaves County Medical 
Society to get down to business. Too much social 
functions and outside attractions. 

Active preparations for the annual meeting of the 
New Mexico Medical Society in Clovis on May 19, 
20, and 21, are under way and give promise of a 
good meeting. Members are earnestly requ 
to keep these dates in mind and be on hand promptly. 

Physicians outside the state are cordially invited 
to attend this meeting and will be accorded every 
courtesy. 
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EL PASO NEWS NOTES 

The Board of Directors of the Masonic Hospital, 
El Paso, Texas, announce the appointment o: the 
following staff for 1925: Drs. F. O. Barrett, J. W. 
Cathcart, Branch Craige, E. J. Cummins, W. J. 
Davis, J. H. —— F. D. Garrett, R. B. Homan, 
P. E. McChesney, F. P. Miller, R. L. Ramey, J. A. 
Rawlings, J. M. Richmond, E. B. Rogers, H. H. 
Stark, H. E. Stevenson, 3. W. Tappan, G. N. 
Thomas, Geo. Turner and Hugh White. 

At the meeting of the Medical Staff of the Ma- 
sonic Hospital, El Paso, February 3, 1925, Dr. H. E. 
Stevenson was elected chairman; Dr. J. M. Rich- 
mond, vice chairman; Dr. E. J. Cummins, secretary; 
Dr. E. B. Rogers and Dr. Geo. Turner were elected 
as the efficiency committee. 

DR. W. H. ANDERSON announces the removal 
of his office from 304 American Bank building to 
609 North Oregon street, El Paso. 


ST. JOSEPH’S HOSPITAL (Phoenix, Ariz.) 
FEBRUARY STAFF MEETING 
This was a well attended meeting, with twenty- 


seven staff members present. Three cases were 
discussd, as follows: 


CASE ONE 

In September, 1924, patient had an ulceration of 
the vagina, and went to the Mayo Clinic and was 
treated with radium. The details of this treatment 
are not known, but apparently the lesion was consid- 
ered to be malignant as heavy doses of radiation were 
given, followed by a severe reaction lasting several 
weeks. When examined here in January, the con- 
dition presented the appearance of kraurosis vulvae. 
There was much induration of the vulvar tissue and 
a dead white area extending from mons veneris back 
to and surrounding the anus, with several small 
ulcers on labia majora and perineum. There was 
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itching, burning and some sharp pain. 
the tendency to malgnancy of kraurosis vulvez, the 
external genitalia were excised in toto. 

This patient went into severe shock during the 
operation and Dr. Carson was asked to discuss the 
treatment of shock from the standpoint of the 
anesthetist. 

DR. CARSON: Will confine remarks chiefly to 
the importance of blood pressure observations dur- 
ing anesthesia. (Passed around blanks designed by 
the National Anesthesia Research Society). One of 
the things worth noting on this blank is the classifi 
cation of the circulatory depression into first, sec- 
ond and third degree and the corresponding classifi- 
cation of surgical risks. In all cases in which there 
is any question about the surgical risk, I have been 
taking the blood pressure. There is a very definite 
relation between pulse and blood pressure; if the 
pulse goes above 10 and the systolic pressure comes 
below 80 you have what this record calls a third de- 
gree shock. This happened in this case, and we 
asked for some salt solution to be given intraven- 
ously, which brings up another point for discussion. 
There was only 1000 c. c. available, and the ordinary 
salt solution in the operating room is not suitable 
for intravenous injection. Another point is that in 
severe shock, the veins disappear and frequently 
you have to cut down upon a vein and use a rather 
large cannula in the vein. Both the surgeon and 
anesthetist are too busy to do this, and there should 
always be available in the operating room, salt so- 
lution made with double distilled water, and all the 
material necessary to give it intravenously, as well 
as some one capable of giving the injection without 
calling on surgeon or anesthetist for this. I think it 
would not be a bad idea to have a drill occasionally; 
cry “wolf” and see how long it would take the op- 
erating force to deiiver salt solution ready for in- 
travenous injection. If circulatory depression of 
the third degree exists for thirty minutes without 
treatment you can almost certainly say that the 
patient will die within thirty-six hours; if we can 
act promptly, we may occasionally save a patient’s 
life. In this case, the blood pressure dropped to 
50/40, with pulse over 100. She was given 3000 c. c. 
of salt solution; the first 2000 c.c. brought the pres- 
sure up to 74/34, and it did not rise higher with the 
additional 1000 c.c.; the next morning it was 82/48, 
and the second day 116/70. 


DR. SMITH: The case Dr. Carson has been dis- 
cussing was one of mine and would like to correct 
some points in the history. She was a woman of 57 
and, as usual with kraurosis, history dates back 
some years. Had been seen by several physicians 
with no benefit; finally went to the Mayos and they, 
for some reason did not use the only effectual 
treatment, which is excision, but used radium, which 
resulted in quire a severe reaction. When I saw 
her, she was nearly crazy with pain. I excised her 
external genitalia along with the radium burn, and 
she is gradually healing though still in the hospital. 
When you remove the entire external genitalia, the 
patients naturally bleed. The 3000 c.c. of salt so- 
lution undoubtedly saved her life. She developed a 
generalized edema (the fluid does not always pass 
out through the kidneys), and this lowered the 
vitality of the tissues, so that for several weeks it 
was nip and tuck whether the area would heal or 
slough. It did some of both, but she is now getting 
well, Kraurosis is a malignant condition and there 
is no treatment for it except excision. 

DR. CLOHESSY: The cause of kraurosis is not 
konwn; the pathology consists of an atrophy of the 
true skin with a fibrosis of the deeper lavers; the 
condition resembles senile atrophy of the skin; why 
it should be limited to one particular spot, we can- 
not say. In kraurosis, in addition to the skin 
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As an example of speed in the dispatch of 
Medical Protective Service we cite you an in- 
cident where a Doctor was sued in Los An- 
geles. Upon receipt of the facts of the case 
instructions were sent to our Local Counsel in 
Los Angeles by wire. We were advised by 
the telegraph office these instructions were in 
the hands of our attorney in just eleven min- 
utes. 


The defendant in a malpractice suit wants 
service; not theories nor experiments nor a 
haphazard handling of the facts, but a perfect 
control of the defense, that can only come 
from an organization in full possession of all 
procedure pertinent to every possible situation. 
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atrophy, we sometimes get keratotic plaques, sim- 
ilar to those we see in leukoplakia. It is these spots 
that generally take on the malignancy which Dr. 
Smith speaks of. In regard to the use of radium, 
though Dr. Smith does not think much of it, have 
seen reports of good results following its use, though 
the old method of treatment is by excision. 


CASE II. 

DR. SCHWARTZ: This patient came to us De- 
cember 16th. A young man, 20 years old. Past his- 
tory of no importance. ‘Three months prior to com- 
ing to see us, he noticed that when he would pass 
cars on the road, he could not see them when they 
went by. That called attention to his eyes and he 

as that his vision was not as good as it 
ore. He went to a doctor, who found that his 
pot nerves were swollen with tortuous veins. On 
November 20th, he could count fingers with the 
right eye and the vision in the left was 20/40. Spinal 
fluid and blood Wassermann were negative. That 
was practically his condition when he came to us in 
December; no headache, no vomiting, no loss in 
weight, and all external conditions negative. Optic 
nerve was swollen about 5 or 6 diopters. Left eye 
vision 9/200, with field contracted to tubular vision; 
could see the hand with the right eye. No findings 
in any other cranial nerve or any of the reflexes. 

X-ray was made of sinuses, mastoids, optic for- 
amina, and head; sinuses showed some increased 
density not considered significant. There was a 
definite enlargement of the pituitary fossa, with 
signs of intracranial pressure on x-ray films, and 
interpretation of the findings pointed to tumor in 
the pituitary region, probably extending beyond the 
gland itself. 

About 5 to 6 days before coming to us he had 
had a sub-mucous resection. Basal metalbolism was 
— hypopituitarism; blood sugar was 


Choked disc is not usual with pituitary lesions, and 
indicates general intracranial pressure; tumors 
pressing on the chiasm usually produce atrophy of 
the nerve. The diagnostic value of the visual field 
was destroyed on account of patient being so nearly 
blind. In considering operation in this case, the 
usual route would the transphenoidal, but this did 
not seem advisable on account of the infection still 
present in the nose. It was decided to approach the 
tumor by the frontal route,—Elsberg’s operation. 
This was attempted; considerable blood was lost 
getting through the skin and when the skull was 
trephined, hemorrhage was terrific; we had to en- 
large the opening rapidly with a chisel and pound 
in wax and discontinue the operation; the pulse 
was 140 and blood pressure 60. After giving 1800 
c.c. of salt solution ,pulse was normal next day and 
B. P. 110. He pursued a normal course and in about 
a week, we operated again; this time we raised the 
bone flap and attempted to see the pituitary region, 
but the intracranial pressure was so great that the 
brain was forced into the wound, and operation was 
again discontinued. A third operation was done 
under local anesthesia, putting a plate over the brain 
and sewing the wound up. 

In about a week the temperature began to go up, 
cough developed and consultants diagnosed pneu- 
monia. At the same he had rigidity of the neck, 
indefinite Kernig’s, spinal fluid show 400 cells, no 
bacteria, pressure 50. Meningitis was diagnosed. 
He died on February ist. No autopsy was done. 

DR. YANDELL: Think attempt might have 
been made to go through the nose, in spite of the in- 
fection. Would have treated the infection quite a 
while, taken out the septum and turbinates, cleaned 
up the infection, taken out the anterior wall of the 
sphenoid and. gone through. 

DR. WATKINS: The x-ray examination of this 
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patient (shows film) did not indicate definitely that 
the lesion was a definite enlargement of the pi- 
tuitary, so that attempt to reach it through the 
small opening which would be necessary in the 
trans-sphenoidal route, offered much more chance 
of failure than the route chosen. In comparison 
with that x-ray appearance contrast this (showing 
another film), where the pituitary fossa is marked- 
ly enlarged, the roof of the sphenoid is depressed 
and tumor is practically bulging downward into the 
sphenoidal sinus That sort could be reached through 
the sphenoid, but the one in the patient under dis- 
cussion was not so definitely localized. 

DR. HARBRIDGE: The size of the sella is in- 
teresting; it is usually 8-9 mm. wide and 9-10 mm. 
deep. Anything over 12mm. in depth would bé patho- 
logical. The symptoms are curious, and cannot be 
sure that there is a tumor of the pituitary. Some- 
times tumors deeper in the brain will press upon 
the sella and will give increased pressure. Opera- 
tions upon such lesions are extremely fatal, even in 
the hands of the most experienced brain surgeons. 
Sometimes it is best to do a decompression for relief 
of pressure and then use radiation (radium or 
x-ray) up to skin tolerance. The tubular field and 
choking of the disc are both interesting; most 
pituitary lesions are slow in development, resulting 
in atrophy. 

DR. 0. H. BROWN: In view of the amount of 
ressure, it was rather unusual not to have hai 
eadache. 

CASE IIl. 


Twelve days before entering hospital, baby was 
born, and since then mother has been very ill, with 
sharp pains around the heart on deep breathing. 
Abdomen distended, extreme tenderness, p-irulent 
lochial discharge. Temp. 193, pulse 140, on entrance. 

In hospital (November 11th), uterus was curet- 
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ted gently with dull curette; it was enlarged, non- 
contracting, with some retained membranes; it was 
washed out with creolin douche. White count was 
17,300, 86% polys. Urine had trace of* albumen, 
with 30-40 pus cells per field (voided). Blood cul- 
ture negative. 

Patient continued to improve slowly, though with 
septic type of temperature. On November 2l1st, 
there was a sinking spell, with rapid pulse and 
other evidences of collapse. On 22nd abdomen was 
fluoroscoped, showing coils of small bowel in upper 
portion and complete density in lower. This density 
would not shift with position leading to the opinion 
that it was not fluid. 

Operation on 22nd showed serum, clotted blood 
and foul-smelling inflammatory exudate in several 
pockets in the abdomen; probably a gallon of this 
was removed, icaving about as much in, and drams 
placed in. 


Patient left hospital, after some improvement, 
but is reported to have since died, with necropsy 
showing general peritonitis. 

DR. DRANE: I first saw this case twelve days 
after a normal confinement, the condition being as 
stated in history. The interesting thing in the case 
is the cause of the blood in the abdomen. Operation 
was done under local anesthesia; after the incision 
through the wall, the balance of operation was 
done with the finger. These different kinds of 
fluids were walled off in different pockets; first 
was a straw colored serum; then a very white, thick 
fluid, partly inflammatory; then a thin, dark col- 
ored sanguineous fluid. 

The history of this patient was that immediately 
following the birth of the baby, there was no flow 
or other discharge; the abdomen ballooned immedi- 
ately after the birth of the baby, and within a few 
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days she became ill with fever, rapid pulse and 
prostraton. 

- The interesting question was how the bleeding 
occurred; from the history obtained, it would seem 
that she had an ampoule of pituitrin and the 
thought comes as to whether this blood could have 
been forced through the tubes into the abdomen. 

- DR. WYLIE: This patient is a member of a 
family I have taken care of for more than 30 years, 
and the history was clearly given to me. Labor 
was induced with pituitrin and the patient was told 
there would be no bleeding after the baby came, the 
atending physician stating that he did not have 
bleeding after his confinements, on account of the 
use of pituitrin. The principal question in this 
case is the use of pituitrin. 

' DR. MILLS: What were the details of the au- 
topsy? 

DR. WYLIE: About everything that was found 
were the products of inflammation. The intestines 
were in a small, compact mass; the inflammation 
had existed for a sufficient length of time for the 
inflammatory exudate to be thoroughly organized; it 
would have been impossible to separate the coils of 
bowel. The uterus was practically normal in size 
without any evidence whatever of rupture and that 
is about all that was shown by the post mortem, 
made as they usually are, after the abdomen had 
been thoroughly punctured with trocars and filled 
with intestinal contents and embalming fluid. 

DR. SMITH: As I am not mixed up in ob- 
stetrics, desire to move that it is the opinion of the 
staff that physicians desiring to give pituitrin first 
read the warning printed on every package of 
pituitrin that it must not be given until the uterus 
is empty. (Motion not seconded).. 

DR. STROUD: In 1912. one of the state board 
questions was “what is the latest means of tighten- 
ing up the uterus or assisting labor?” They were 
talking about pituitrin. Those members of the 
profession who first start these things, are the 
first to decry their use; DeLee and other obstetri- 
cians who popularized the use of pituitrin, have 
now gotten away from its use, because of the abuse 
of it The midwives of Mexico and Central Ameri- 
ca use it in large quantities, regardless of the stage 
of labor. The instructions say that it must not be 
used until the os is dilated, and yet there have been 
reports of ruptures and deaths due to its use after 
the os was dilated. The hustiing along of labor is 
about on par with podalic version and the routine 
use of high forceps. Sometimes use pituitrin 
cautiously during the last fe pains, when the head 
is on the perineum. 

DR. E. H. BROWN: It has been quite a while since 
I have taken an obstretrical case, but remember an 
almost parallel case to this one 1910. Eight or ten 
days after confinement, the belly was opened, blood 
clots removed, patient died and they hunted for the 
cause. At first it was supposed the blood came 
through the tubes; it was a hard matter to convince 
some, and they went back and examined the uterus 
minutely, and they found there had been a rupture 
of the uterus, with a primary closure of the wound. 

DR. BROCKWAY: Am not going to say when 
to give pituitrin but Dr. Stroud’s use is contrary to 
my experience. I always hesitate to give a dose of 
pituitrin when the child’s head is on the perineum. 
You cannot gauge the effect of the drug and with 
the head on the perineum you may get an inordin- 
ate effect and sacrifice the soft tissues of the perin- 
eum. If the dilatation is complete and the head 
not yet down the perineum, if you give pituitrin, 
you can work the child down and have the drug’s 
force expended before the perineum is reached. 


DR. McINTYRE: The dose given should be con- 
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sidered. Do not think an entire ampoule of pituitrin 
should ever be given at one time. If examination 
shows the cervix completely open, the head more 
than half way through the bony framework, with 
uterine inertia and the heart weak, I give three 
minims in preference to using forceps. Anyone who 
will give an ampoule of pituitrin at one time or be- 
fore the head is through the bony frame-work is 
doing wrong. 

DR. MILLOY: I have had the experience that 
small doses of ‘pituitrin may stop labor pains. Re- 
call one case in the hospital, where there was a 
persistent occiput posterior, and the woman was 
having pains strong enough to deliver under ordin- 
ary conditions, but head would not come down. Gave 
pituitrin and baby was born dead. 

DR. DRANE:—The statement that small doses 
of pituitrin may stop labor needs support. Have 
seen doses that did not increase labor, and have 
seen one patient develop a most intense headache 
following pituitrin, requiring anesthesia for a time. 
Have seen two patients go into collapse, just as 
from an internal hemorrhage, but whose recovery 
proved otherwise; they were small doses, and 
think Dr. McIntyre’s remarks about dosage is the 
key to the situation. 

Time for adjournment having arrived the re- 
maining cases on the program were postponed un- 
til the next meeting. 

W. WARNER WATKINS, Sec’y. 
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bacteria very much superior, while in therapeutic 
dilutions it has no escharotic effect—does not even 
irritate inflamed mucous membrane. 

In these days of many silver salts this one 
seems to be particularly worthy of attention, and 
samples for trial are offered to interested physi- 
cians by the manufacturers, Parke, Davis & Co., 
Detroit, Mich. 


MEDICAL STAFF OF THE MASONIC 
HOSPITAL (El Paso) 


Meeting of March 10, 1925. 

Meeting was called to order at 8 p. m. by Dr. 
H. E. Stevenson, Chairman of the Staff. 

The application of Dr. M. S. Molloy for mem- 
bership on the Visiting Staff was read and the 
Staff recommended that Dr. Molloy be elected to 
the Visiting Staff. 

Dr. Turner, as Chairman of the Efficiency Com- 
mittee, read that comittee’s report and comment- 
ed on the histories written. It seemed to be the 
opinion of the -Efficiency Committee that the his- 
torian was writing too many histories that are not 
dictated to her by the doctors in charge of the 
cases. The Efficiency Committee also was of the 
opinion that many important facts were being left 
out of the histories, as it would often be impos 
sible to arrive at the recorded working diagnosis 
from the histories as recorded. mn other words 
many of the histories as written do not support 
the working diagnosis. As an example of an in- 
complete history Dr. Turner reported the following 
additional data that was not on a chart, which he 
knew. from his personal knowledge of the case. 
This patient, a woman during the lest five months 
of her pregnancy ran as high as five per cent 
sugar. She was put on a rigid diet, the sugar 
practically disappeared, also diacetic acid and 
acetone disappeared. At Christmas time she ate 
a good many sweets and upon her entrance into 
the hospital was in a semi-comatose condition. 
At this time she was given insulin and again the 
sugar, diacetic acid and acetone disappeared and 
she had a normal delivery. 


Eleven incomplete histories were discussed and 
the following were referred to the Superintendent 
of the Hospital and Chairman of the Board of 
Directors: Charts number 2840 which showed no 
tissue or blood examinations; 2811 which showed 
that an autopsy had been made, but the findings 
had not been recorded; 2929 which had the au- 
topsy findings recorded but unsigned. 

The Secretary read a communication from Dr. 
E. B. Rogers asking that his resignation from the 
Efficiency Committee be accepted on account of 
lack of available time. Motion was made that Dr. 
Rogers reconsider his resignation. Motion was 
seconded and carried. Dr. Rogers agreed to serve 
at least another month. 

The E*ficiency Committee presented a plan sim- 
plifying the checking of histories and a method 
no ifying the doctors when their charts were in- 
comp!ete and the nature of the deficiency. It was 
moved that the Committee bring some definite re 
port and suggestions concerning the proposed 
method, the report to be presented at the next 
Staff meeting. Motion was seconded and carried. 

The following members of the Medical Staff 
were present: Drs. Stevenson, Miller, Garrett, 
Cathcart, Rogers, White, Turner and Cummins. 

E. J. CUMMINS, M. D., 
Secretary of Staff. 
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This high toleration combined with a curative 
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D. R. L. product in a class by itself. 

Literature on request to The Abbott Labora- 
tories, Chicago. 


DR. JEROME TRIOLO, formerly located at Mc- 
Nary, Ariz., has moved to El Paso, where he will 
be associated with Dr. Hugh Crouse, with offices 
in the Roberts-Banner Building. 

DR. HUGH CROUSE, of El Paso, announces the 
establishment, in connection with his offices, of 
an Electrocardiographic, Polygraphic, Metabolic 
and Protein Laboratory. This will be under the 
technical direction of Mr. J. C. Wallach who, for 
the past three years, has had charge of a similar 
laboratory in one of the large United States Vet- 
erans’ Bureau Hospitals. The establishment of 
an lectrocardiographic Laboratory in El Paso 
should be of interest to the medical profession of 
the Southwest. 

DR. JOHN P. COGLEY, of Council Bluffs, Ia., 
is visiting in Phoenix, with the intention of locat- 
ing in Arizbna, preferably in the Salt River Val- 
ley, since Mrs. Cogley is here for her health. 

DR. B. M. RICHARDSON has located in Nogales, 
where he is practicing the specialty of Eye, Ear, 
Nose and Throat 

DR, F. S. SPEARMAN, formerly in the Indian 
Service if Arizona, has returned to this state and 
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is with the United States Veterans’ Bureau in 
Phoenix. 

DR. JAMES S. PERKINS, physician at large of 
the United States Indian Service is in Phoenix, 
recuperating from an illness of some two months’ 
standing. 

DR. WM. O. SWEEK, of Phoenix, Secretary of 
the State Board of Medical Examiners, attended 
the annual Conference of the Council on Medical 
Education and Licensure, of the American Medi- 
cal Association, in Chicago, March 10th to 13th. 
He will report some of the suggestions received 
there to the House of Delegates of the Arizona 
State Medical Association in Bisbee. 


Several members of the staff of the Veterans Bu- 
reau Hospital at FORT BAYARD, N. M., have re- 
cently been transferred; among them are DR. AL- 
BERT MARTIN, who is located at Camp Kearney, 
Calif:; DR. J. J. BALLOU, who is at Campbell 
Court Hotel, Portland, Ore.; DR. FRANK B. 
BREWER, to the Veterans Bureau Hospital at 
Boise, Idaho; DR. WM. E. HAMLIN, to the Veter- 
ans Bureau Hospital No. 88, at Memphis, Tenn. 


ACTION OF ALCOHOL ON THE HUMAN 
ORGANISM 


In the Annals of Clinical Medicine for December, 
1924, the Report of the Advisory Scientific Com- 
mittee upon the Physiological Action of Alcohol, of 
the National Research Council of Great Britian, is 
abstracted. 

That part of the report which treats of “Alcohol 
as a Medicine” is worthy of consideration, accord- 
ing to this abstract, dealing, as it does, solely with 
the physiological facts, without regard to any other 
factors. 

The value of alcohol as a drug or food must de- 
pend upon some one of those physiological actions 
for which clear evidence has been found—its narcotic 
action on the brain and nervous system; its dilating 
action on the cutaneous blood-vessels; its carm- 
inative action on the movements of the alimentary 
canal; its action as a readily vailable food. 

Its main value is due to its narcotic action, by 
which it allays excitement and distress, and in- 
duces rest and comfort, thereby indirectly amelior- 
ating other symptoms. 

When the recovery of a patient is being delayed 
by anxiety and worry, and his progress will be in- 
fluenced favorably by being made to feel less anx- 
ious and more confident, alcohol will have a definite 
therapeutic value, although without any effect upon 
the course of the disease. Obviously, like any drug, 
it should be prescribed with care and judgment and 
not administered at the discretion of patient or 
friends. 

2. Its carminative action on the alimentary tract 
is similar to that of other mild irritants, like pep- 
permint, cloves, etc., and in view of its associated 
narcotic effects cannot be recommended for car- 
minative effects, when so many simpler remedies 
are available. 

8. By diverting blood from the internal organs 
to the surface, it has an adjuvant action to the ap- 
plication of external warmth in warding off or 
abating the effects of the common catarrhal infec- 
tion known as a “chill.” 

4. Its limited food value may become important 
in association with its narcotic action under condi- 
tions in which ordinary nourishment cannot be 
taken. 

The therapeutic value of alcohol, as based on scien- 
tific facts, lies in a very much restricted field and 
is infinitely smaller than the popular belief would 
have it. There are popular illusions regarding al- 
cohol which are positively dangerous. One of these 


‘illusions is that it has an important stimulant ac- 
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tion on the heart, respiration and vital activities in 
general. Rational medicine has long since aban- 
doned this belief, but it still lingers in popular prac- 
tice. The supposition that alcohol stimulates the 
action of a failing heart has no basis in ascertained 
facts. = 
The personnel of this committee included a long 
list of eminent pharmocologists, physiologists and 
medical practitioners of Great Britian. 


WANTED—Medical appointments for class A physi- 

cians. The credentials of all applicants have 
been thoroughly investigated. ‘Complete biogra- 
phies are available to employers. Information cov- 
ering vacancies is submitted to only those who 
meet the requirements. Applicants are registered 
from every part of the country; hence, in most 
cases personal interviews can -be arranged con- 
veniently. No charge to employers for the intro- 
duction of candidates. The Medical Bureau, 824 
Marshall Field Annex, Chicago. 


EL PASO COUNTY MEDICAL SOCIETY 
MARCH 2nd. 


Dr. H. L. Ramey read a paper, “The Importance ' 


of Careful Diagnoses in Abdominal Cases.” Dr. 
Ramey brought out in his paper the importance of 
making a thorough examinatioin ia cases that pre- 
sept obscure train of abdominal symptoms. He 
thinks these cases are often subject to unnecessary 
operation before they are studied and diagnoses of 
the case has been made, resulting in these cases 
in showing up after a few months with the identi- 
cal symptoms they had before operation. Dr. 
Ramey showed lantern slides of xray pictures il- 
lustrating cases in which such mistakes have been 
made. Three of these were cases of gall stones, 
two stones in kidney, ureter or bladder. 


Dr. Ramey’s paper brought out considerable dis- 
cussion by the Society relative to thorough his- 
tory, physical examinatioin and diagnoses in these 
cases before any operative procedures are under- 
taken. Discussed by Drs. W. L. Brown, F. D. Gar- 
_rett, J. W. Cathcart, E. J. Cummins, J. W. Laws, 
G. Werley, W. W. Waite and P. R. Casellas. 

Dr. G. Werley, member-of the Board of the 
County-City Hospital, thinks that the appointment 
of the Staff for the County-City Hospital should 
include the appointment of a responsible head in 
each department, so the Hospital Board will know 
who to hold responsible in the different depart- 
ments. Dr. Crouse reports that examination ques- 
tions have been received from various men through- 
out the country, and he thinks that Staff appoint- 
ments should be made by examination. Dr. Crouse 
discussed various other details relative to the 
County City Hospital plans. ‘ 

DR. HARRY LEIGH showed a case of marked 


exophtholmos in a Mexican girl seven years of age.’ 


There are seven children in the family,.all healthy 
and well. This condition has existed from birth. 
Heart, lungs and general physical examination neg- 
ative, except for high arched palate. -X-ray pic- 
ture shows a thin skull and the orbits appear to 
be shallower than normal. Dr. Leigh. only saw 
this case yesterday, and has not reached any 
conclusion as to diagnosis. : 

DR. J. W. CATHCART showed three cases of 
oral carcinoma. 

“Case No. 1, male, age 46, rancher. August, 
1924, noticed inflammatory nodule in the fold of 
the cheek, opposite left third molar. - The’ tesion 
has gradually progressed until at the present time 
it is bréaking through the surface of the cheek 
externally and shows numerous metastatic nodules 
in the adjoining skin area.” 

“Case No. 2, male, age 57, butcher. Seventeen 


169 


months ago noticed small pimple on the dorsal 
surface of the tongue on the left side about two- 
thirds of the way back. This broke down, was 
treated at Scott-White Clinic, Temple, Texas, with 
radiation and healed up. Again broke down sev- 
eral months later when he took Abrams’ treat- 
ment for four months. At first he felt he was 
getting results but later decided that things were 
getting worse.” : 
“Case No. 3, male, age 63, machinist. Decem- 
ber 10th, last year, thought he had a cold in his 
throat. Had bad pyorrhea and teeth were removed 
at that time, but throat condition still persisted. 
Now has well defined nodular tumor, involving left 
side of uvula and anterior pillar of pharynx.” 
Treatment in all of the above cases has been 
by radiation, both radium ahd x-ray being used. 
In the first two-cases only palliative results are 
anticipated. It is hoped in the third case that by 
inserting radium needles into the tumor and block- 
ing the deep lymphatics with radiation, that perma- 
nent relief will be secured and it is hoped that 


.we will be able to show this case at a later time. 


DR. W. R. JAMIESON reported a case of kink 
in the ureter in a woman 32 years of age. This 
case was one that had several diagnoses and at 
least one operation but her symptoms had never 
been relieved. This case had some of the usual 
symptoms and also pain one inch to the right of 
umbilicus. The localizing of pain at this point 
Dr. Jamieson thinks is characteristic in these 
cases. This case was treated by dilating the ureter 
with injection of 12% sodium iodide solution. Dr. 
Jamieson thinks this causes less irritation than 
the 20% solution. He thinks these cases with 
somewhat indefinite symptoms should be studied 
carefully and catheterization of the ureter should 
not be overlooked. 

DR. BRANCH CRAIGE reported three cases of 
coeliac disease. 

“These three children were treated at first by 
the -old prescribed method of fat and starch free 
diets with soda enemas and occasional doses of 
castor oil. The diet consisted of the various pro- 
tein milks, lactic acid milk, buttermilk, cottage 
cheese, gelatine, beef juice, beef broth, scraped 
beef and orange juice. One child could take very 
little milk of any kind and one tablespoonful of 
farina eaused 104 fever. Another could take little 
more than well diluted Dryco. The third seemed 
to vomit everything and I was afraid would suc- 
cumb to starvation. 

“In October, 1924, I read an atrticle by Dr. 
Haas of New York in which he said he had found 
success in feeding coeliac cases thoroughly ripe 
bananas. He stated that a yellow banana is a 
carbohydrate but that a banana with black specks 
on the peel is a succrose. He advised beating up 
the banana into the consistency of mayonnaise 
dressing. The first day I fed about one half 
banana and temperature went up to 101. I kept 
increasing the amount and found the stools soon 
improved and the babies got better. I continued 
with the protein diet, soda enemas and occasional 


- castor oil, with bananas, until one child is now 


taking from 12 to 14 bananas daily. 

“These children are all about 2 to 2% years 
old. When they came in last fall they weighed 
about 17 pounds each. One went down to 15. They 
are normal weight now for their ages, with splen- 
did color, firm flesh and joyful, happy dispositions. 

"Two. years ago I treated two other cases of 
coéliac disease by the old method. They both 
finally developed into normal children, but after at 
least a year of disappointments and discourage- 
ments.” 

Discussion by Drs. Werley, Leigh and Casellas. 

(Continued in next issue) 


SOUTHWESTERN MEDICINE 


SILVER IODIDE IN A 
NEW ROLE 


NEO-SILVOL 


COLLOIDAL SILVER IODIDE 


EO-SILVOL contains 20% of Silver Iodide in col- 

loidal form. It makes an opalescent, milky solu- 

tion in water, one that leaves a scarcely perceptible 

stain on drying. These solutions do not irritate the 

skin or mucous membrane to which they are applied, 

and their germicidal activity has been fully demonstrated 
by bacteriological and ciinical tests. 


The indications for the use of Neo-Silvol include 
conjunctivitis, gonorrheal ophthalmia, naso-pharyngeal 
infections with or without sinus or antral complications, 
cystitis, and acute and chronic urethritis of gonorrheal 
origin. 


One medical author reports one injection (by catheter) 
of 5 cc of a 10% solution of Neo-Silvol is giving him 
excellent results in the acute cystitis of young children. 
He also finds it one of the best remedies he has ever 
used in the treatment of pyelitis, introduced by way of 
the ureter. 


Neo-Silvol is equal to carbolic acid as a germicide, 
and twenty times as fatal to the gonococcus. 


NEO-SILVOL is supplied in 1-0z. bottles of the gran- 
ules and in 6-grain capsules, 50 to the bottle. One 
capsule makes one fluid drachm of a 10% solution. 


Write for a sample and literature. 


PARKE, DAVIS & COMPANY 


DETROIT — MICHIGAN 


NEO-SILVOL IS INCLUDED IN N. N. R. BY THE COUNCIL ON PHARMACY AND CHEMISTRY 
OF THE AMERICAN MEDICAL ASSOCIATION 
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Adapted to Breast Milk 


Seeing [Results] 


Is Believing 


It is only natural that we should 
talk to you enthusiastically about 
S. M. A. And many of your col- 
leagues have undoubtedly called . 
your attention to the excellent nu- The Coupon Bring 8 
tritional results which they have Trial Package to 
obtained with this product for a 

infants deprived of breast milk. Physicians 


But even the strongest recom- 
mendations from others count 
little as compared to results 
with YOUR patients, under YOUR 
OWN close observation. 


Seeing (results) is _ believing, 
and so we invite you to start 
using S. M. A. in your 

own practice at our 

expense. 
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Antigens 


FoR PROPHYLAXIS OF 


Hay FeveR 


Hay Fever can be prevented or alleviated with properly pre 
pared Pollen Antigens. 


Pollen Antigens (Lederle) are stable and standardized solu- 
tions. They have been successfully employed by physicians 
in the prophylaxis of Hay Fever since 1912. 


Simple skin tests determine the pollen to which the Hay Fever 
sufferer is sensitive. 


Material for skin tests will be furnished physicians without 
charge. 


Booklet with full information 
upon request 


LEDERLE 


NEW YORK 
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